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An effective planning for health services to meet the 
goal "Health for All by 2000 ap" requires realistic appraissl 
of community health needs as well as accions taken by the 
people to meet those needs. Since many of the health needs of 
the community are met through the private sector, the records 
mintained by the goverment health facilities provide little 
help in enunciating those needs and often give a distorted 
picture. For this, community surveys are necessary. This 
exploratory study to assess pried health care needs was 
Conducted in a PHC area of Bangalore district in Karnataka 
State with funds provided by the Indian Institute of Management, 
Bangalore. Since this study has been carried out in a small 
rural community, the statistical findings given are only indi- 
Cative in nature and are presented with a view to demonstrate 
Tne usefulness of Bie studies in generating wealth of data 
Which can be effectively usec for planning, iinplementation and 


€valuation of primary health care programmes at the micro level. 
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the work of interviewers in the field Mr.Sanath Kumar helyvec 


in establishing excellent rapport with the village leaders ano 


health officials which is so essential for carrying out a stucy 
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of this type. He also collected information <hrough Secondary 
sources and provided necessary help in the coding, tabulation 
ard analysis of data. I put it on record my great admiration 
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CHAPTER [f 


INTRODUCTION 


1.i PRIMARY HeALTH CARE 


An international Conference jointly sponsored and orga 
nised by the world Health Organisation (WHO), and United 
Nations Children's Emergency Fund (UNICEF) was held at 
Aima=-Ata (USSR) from September 6 to -12,.1978. The objectives 
of this Conference were to exchange infomation on the develop- 
ment of Primary Health Care and to promote this concept among 
the Member States of the United Nations. The Conference, 
after a considerable amount of deleberation, declared that 
Primary Health Care be made accessible to ail by the year 
2000 AD., The ~rimary Health Care was cefined as "essential 
he€aith care made universally accessible to individuals and 
faniltes in the community by means acceptable to them, through 
tieat £011 participation and at a cost that the community and 
Country can afford. It forms an integral part both of the 
country's health system of which it is the nucleus and of the 
Overall sccial and €conomic development of the Community"?, 
Further, the services to be provided under Primary Health 
Care will include “Promotion of proper nutrition and an ade. 
Guate supply cf safe water; basic sanitation; maternal and 
Child health, including family planning; immunization against 


the major infectious dis@ases, prevention awd Control of 


locally endemic diseases, education Concerning prevailing 
health problems ana methods of preventing and controlling 
them? and appropriate treatment for common diseases and 
injuries" .* Since India’ 4s Signatory to this declaration we 
are committed to make these services available to all our EE: 
population by the turn of the century. Considering the vast- 
ness of our population and geogrephical coverage, this by no 
means, iS an easy task. An overwhelming majority of India's 
population lives in the rural areas and this segment of the 
population has remained neglected so far as health and medical 
Care facilities are Concerned. For instance, while 80 percent 
of the population lives in the countryside, 80 percent of the 
doctors have settled down in the urban areas. Further, there 
are intra-rural imbalance of services as functionally much of 
the available manpower is distributed in bigger villages. The 
smaller and difficult to reach villages have no facilities 
whatsoever’ . Furthermore, available estimates in India show 
that by rural urban break up of services the urban population 
has 6-10 times more institutional facilities and 12 times 

more hospital beds’. Although there has been a considerable 


improvement in health manpower in India during the last two 


decades, the mal-urban ratio has remarkably remained 


5 
unchanged . 


1.2 GOVERNMENTAL HEALTH FACILITIES IN RURAL AREAS 


Tae governmental medical care facilities available to 
Indian villages thus far are mainly through the Primary 
Health Centres (PHCs). The origin of these centres can be 
traced to the Report of the Health Survey and Development 
Committee (BHORE Committee) 1946, which provosed the creation 
of a Chain of health centres to provide both curative and 
preventive services nearest to the peoples homes. Some of 


the relevant recommendations of the Committee were? : 


1. Medical and health services should be totally tax 


supported and medical persons should be fully salaried. 


2. Priority should ke given to rural needs and primary 
health’ centres with 75 bed hospitals should be provided 
for each 10 to 20 thousand population regionalised around 
secondary centres with 650 bed hospitals again regiona-= 


lised aroun. district hospitals with 2500 beds; 


3. Curative amd preventive services should be combined at 
all administrative levels with emphasis on a massive 


expansion of preventive programmes; end 


4. Major changes on medical education should be required 


in order to prepare "social physicians". 


When in 1950 the Planning Commission was set up to 
fulfil the provisions of the Constitution and its directive 
principles the need for an integrated approach to the rural 
problems was well recognised by our planners and policy makers, 
and it was endorsed by the Central Council of Health at its 
first meeting in 1950. Such an epproach became the comer 
stone of all our Five year Plans wherein there has been a 
continuous emphasis on the implementation of the community 
development programmes to exterminate the triple enemies of 
poverty, illness, and ignorance. The main aim of the programme 
was to @€nsure the active participation of the rural community 
in the tasks of development. Under this programme primary 
health centres were established in 1952 to take care of health 
and medical care needs of the people. At present there are 


5400 primary heelth centres and 38000 sub-centres in India. 


1.3. PUNCTIONS OF PRIMARY HEALTH CENTRES 


The different manuals prepared for the operations of 
these health centres contained a list of up to 30 functions 
which included everything from the provision of medical care 
for about 100,000 population living in an area of 150--200 
Sq. miles to conducting advanced type of health education 


— 
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was by Dr.P.R.Dutt, wherein the services to be provided by 


these centres to the community have been listed as° 


1. Medical relief; 

2. Control of communicable diseases; 

3. Environmental sanitation with priority for 
safe water supply and sanitary disposal of 


human excreta; 


4. Maternity and child health including fanily 


planning; 


5. School health; 
6. Health education; and 


li. Meee scatistics. 


The staff initially recommended to provide the above 
services included: a medical officer, a compounder, a Sanitary 
inspector, a puvlic health nurse/lady health visitor, four 


auxillary nurse=-midwives, a driver and 2 attendants. 


However, later developments such as (a) the reorgani- 
Sation of family planning programme; (b) its integration with 
maternal and child health and conversion into a public health 
progtamme through primary health centres provided basic infra~ 


structure for entire geographical anc population coverage 


and resulted in substantial increase in the responsibilities 


pases 
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of primary health centres. Since the state governments 
expressed their inability to meet the additional expenditure 
required for maintenance phase of malaria and other mass 
programmes like family planning, smali pox, leprosy trachoma 
etc. two committees were constituted by the Government of 
India in 1965 ard 1966 under the Chairmanship of Shri.B.Mukerji 
to work out detsils of additional staff required at primary 
health centre and at other higher levels of administration 

for provision of family planning and other basic health ser-= 
vices. The additional staff recommended by the committee at 


fe) 
thet level] is shown im Table 1.i7. 


The cost of the additional staff was to be entirely met 


by the Government of India. 


Tne organisational structure of primary health centres 


can also be seen from Figure I. 


TABLE Tei 


Reorganisedi Pattern of Primary Health Centres 
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° Medical Officer 1 iS ae 2 
: Ree sunder sf = ~ 1 
° Sanitary Inspector 1 - ~ 1 
° Health Inspector = - pe? 2 
° Family Planning Worker - 4 - 4 
meee. th Visiter 1 1 mi 2 


Public Health Nurse 


° Auxiliary Nurse Midwife 4 6 =- 10 
° Basic Health Worker = a 8 8 
° Lab Technician - 1 1 
° Extension Educator = = ti 1 
° Computor (Statistical Clerk) ~ 1 _ ei 
° Storekeeper - 1 = 1 
° priver i os ~ Hi 
° Ancillary 2 > - 2 
° Female Attendant - 8 = 8 


on 3 PHC population otf 80,000. 


FIGURE 1 


Organisational Structure of Primary Health Centre 
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: BASIC HEA 1 SERVICES 

Source : Park, J.E., "Text-book of Preventive & Social Medicine" 
Publishers: Banarsidas Bhanot,M.A. Jabalpur, M.P. Page 616. 


1.4 MULTIPURPOSE “ORKERS SCHEME 


These vertical programmes and multiplicity of workers 
however resulted only in confusion gna resentment among the 
peo pee wun 1967, the Petes on Integration of Health 
Services" under the Chairmanship of Dr.N.Jungalwala, therefore, 
recommended integration of organisation and wversonnel in the 
field of health from the highest to tHe lowest level. In 
order to find out the structural ch mges required at the 
perephary and supervisory levels to br ilpg about necessary 
integration of heaith and family planning services, a committee 
on "Multipurpose Workers under Health and Family Planning" 
was constituted by the Government of India in 1973 under the 
Chairmanship of Shri.Kartar Singh. The Committee recommended! 
that there should be one male and one female health worker 
for every 5000 rural population. Further, there Should be a 
male health supervisor to supervise the work of 3-4 male 
health workers and a female supervisor to supervise the work 
of 4 female health workers. These workers will be responsible 
for providing all essential health and family planning services 
in their respective areas in an integrated manner. Necessary 
steps have been taken by the state governments to train multi~ 


purpose workers to provide minimum health care in rural areas. 


ovewedd 


1.5 IMPACT OF PRIMARY HEALTH CENTRES ON THE HEALTH STATUS 


OF RURAL POPULATION 


Thus far there has been no systematic effort to evaluate 
the impact of rural health institutions on the. health status 
of the people. However, sporadic evidence does show that our 
health services have not been very effective in solving the 
ever growing health problems of our rural population. Although 
the primary health centres have been in existence for the last 
thirty years, their utilisation by the community has been 
rather poor. Studies of medical care services in India conduc= 
ted by the World Health Organisation (wHo)*, the Johns Hopkins 
University Rural Health Bro jecte = and Nationel Institute of 
Health Administration and Educetiatee indicate that only 
ZO to 20 percent o£ the villagers utilise the governed. 
health services. Furthermore, awareness and use of these 
facilities has been found to be limited to the villages where 
these services are located. People living in the perepheral 
villages either are unaware of these services or find it 
Gifficult to reach them because of communication difficulties 
amd distance. Tnese studies also indicate poor image of these 
PHCS 2mong the rural people. Even among a small proportion 
of villagers who have used these facilities majority have 


shown dissatisfaction with the services, mainly because of 


seeree 11 


non--availability of medicines and impersonal behaviour of 
health functionaries. Apart from doctors, the primary 

health centres and sub-centres have a battery of para- 
medical personnel like basic health workers, auxillary 
nurse-midwives, family planning workers etc. (these unipurpose 
workers are now being converted to multipurpose workers) who 
are supposed to pay domicillary visits regularly in all the 
villages in their respective areas. The studies also show 


that a large proportion of the people in the rural areas are 


unaware of their existence. 


Further, tne primary health centres, as mentioned above, 
were established onthe principles of integration of health 
services. They are supposed to provide seven types of ser- 
vices which are considered basic by the World Health Organi~ 
sation (WHO). Studies show that the doctors hardly spend any 
time in preventive am promotive care. Maternal and child 


, 15-16 
health services remain neglected . 


1.6 INDIGENOUS MEDICINE PRACTITIONERS 


Thus a large number of rural people continue to be 
attended by indigenous medicine practitioners. These indi~ 
genous medicine practitioners are not, however, those who 


use traditional herbs, oils ard incantations and having 


eee 


little or nothing to do with modern medicine. On the othez 
hand, they are increasingly using modern medicines! ’~47, 
Their number is estimated to be about 400,000 (one for every 
1300 population as against one qualified doctor of modern 
systcm of medicine for 4700 population), of course with con= 
siderable interstate variations**. In view of the inability 
of the government to provide adequate medical facilities to 
the rural people and recognizing the role, the indigenous 
medical practitioners could play in providing at least rudi- 
mentary medical care, the government of India, Ministry of 
Health and Family Planning put forward a proposal for Rural 
Health Scheme in the National Strategy during Fifth Five year 
plan which envisaged involvement of 250,000 indigenous medi-= 3 
cine practitioners to augment the skeletal rural health sen 
vices. Under this scheme one practitioner was to be recruited 
for an approximately 2000 population on a full time basis and 
on a monthly remuneration of 159 rupee Further, studies 
have shown that these practitioners had not only favourable 
attitudes towarcs family planning and abortions but were 
willing to provide necessary assistance in the public health 
and family planning programmes sponsorec by the government. 
Some of these practitioners were reported to be already pro~ 


26—_30 
viding these services to their clients - A study conducted 


to find cut the willingness of these practitioners to join 
the proposed rural health scheme revealed that: (a) only 
about one-sixth of the practitioners interviewed were agree= 
able to join the scheme under the conditions stimniated 
therein; (b) the younger practitioners (below the age of 

25 years) were more willing compared with those of older age 
groups; (c) those who had longer experience in he eo ressiont 
higher income and higher patient load were not keen-to parti- 
cipate in the scheme; and (da) the majority of those who were 
ready to participate were not registered under any system of 


medic“ ne. 


This scheme was later given up by the government in 
favour of Community Health Volunteers' Scheme described in 


the following paregraphs. 


1.7 COMMUNITY HEALTH WORKERS' SCHEME 


Of late, the government has realised that improvements 
in the health status of the people can be brought about not 
merely by increasing the number of doctors or increasing the 
output of drugs but by the active involvement of the community 
in the promotion and maintenance of their own health by méeking 
them realise through proper health education the need for 


preventive, promotive and rehabilitative health activities. 
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In order to ensure people's ferticipation in all aspects of 
health care, the Government of India launched a Community 
Hea. ch Workers’ Scheme in selected Primary Health Centres 
ir. the Country on October 2, 1977. "Phis scheme is a disu 
tinct departure from the traditional approach of providing 
realth services by the government agencies to the people. 
"The scheme breaks new ground in mobilising local resources 
and initietive and associating the local people with deci- 
‘sions which affect them directly. It is an expression of a 
new government approach to administration Characterised by 
decentralisation, delegation and people's participation" .-* 
Under this scheme, for each village or community with a popu- 
lation of 1000 one person belonging to that community and 
enjoying their confidence has to be selected as a community 
health mOEKer The community is to recommend 2-3 persons 
keeping in view the guidelines laid Cown for the purpose and 
the fine. sele ~tion is msae “by the medigeai orLricer of tan 
primary health centre in consultation with block development 
authorities. The guidelines are: " (8) CHW may be of either 


sex; (b) the rerson selected must be a permanent resident of 


a a a ree we oe’ 


* The nomenclature was changed to Community Health Volunteer 


in i979 and later to the Village Health Guide in 1982. 
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that village itself and may be from any Vocation; (c) He may 
even be a practitioner of one of the systems of medicine, 
residing in thet village; (dG) He/she should be able to read 
and write. However, since with higher level of education, 
better quality of service would be available, the person 

to be selected should have had formal education up to the 
sixth standard; (@€) He should be social service ineee and 
be able to spare 2-3 hours every day for Community health 
activities; (£) He should be physically active and willing to 
serve at least for 3 years as community health worker;(g) He 
Should be acceptable to all sections of the community: (h) He 
should not belong to any group, faction or political organi- 


Sation of the village which may limit his acceptability". >> 


The selected candidates are given three months training 
during which period they are paid a stipend of &.600/~ each. 
After training, they are given an honorarium of Rs.50/— per 


month, a kit and supply of medicines worth Rs.600/—{ every year. 
1.8 TRADITIONAL BIRTH ATTENDANTS 


An overwhelming majority of a births in the rural areas 
take place in the homes with the help of traditional birth 
attendants. The leck of asceptic measures, unclean habits, 


ignorance and dangé@rous superstitions on the part of these 


traditional birth attendants result in a large number of 
maternal and neo-natal deaths. With a view to improve their 
skills, the Government of India has taken und an extensive 
programme for their training. This is a centrally sponsored 
scheme and the entire expenditure is borne by the central 
government. An evaluation of TBA treining programme in the 
states of Karmetaka and Maharashtra by the author reveal that 
the range of antenatal care provided by trained dais is much 
wider and they are able to manage antenatal complications 
much better than the untrained dais. The trained dais also 
conduct deliveries more safely and hygienically than their 
untrained counterparts. The trained dais have better contacts 
with the various health functiorw@ies and motivate a signifi- 
cantly larger number of cases for family planning as compared 
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to those who are not trained. 


1.9 REASONS FOR UNDERUTILISATION OF HEALTH SERVICES 


The probable reasons for the underutilisation and ineffec~ 
tiveness of our rural health services, as indicated in the 


preceding paragraphs, are 


(i) Most of our health services have grown at random 
based on intuitive judgements and depending upon 


the urgency of certain problems and availability 


wer.) 


(ii) 


ai) 


(iv) 


of resources = physical, financial and manpower. 
There has rarely been a clear perspective ena 
scientific experimentation with various approaches 


to the delivery of health care services. 


There has been no clear definition of the role and 
responSibilities of the PHC doctor and other func~ 
tionaries. Studies have shown that there is no 
unanimity of opinion about the functions of primary 
health centre ard the role of health centre doctor. 
There has been complete role ambiguity and role 
crisis which has seriously affected the planning and 
implementation of various rural health programmes 
and the performance of the doctor and other staff 


members. 


Most of our health services were sponsored and initia: 
ted by the government and there has been no serious 
effort to involve the people in decision making 


process and in the mobilisation of local resources. 


There has been no serious effort to assess the health 
needs of the people ard the effective ways of meeting 
those needs. people's acceptance and cooperation 


would have been much easier to obtain if health 


programmes were geared to their felt needs. Further= 
more, no attempt has been made on a wider scale to 


investigate Community's reactions to the programmes. 


(v) There has been no proper and systematic evaluation of 
the activities of primary health centres which could 
have provided guidelines for improving the function-= 


ing of th@se ural health instigacions.. 


pes eS, NEED FOR THE STUDY 


Thus a prerequisite to any planned effort to develop 
rural health services effectively in order to achieve tHe 
objective of 'Health For All by 2000 AD’ is a realistic app 
raisal of community health needs and their pattem of health 
care seeking. It is only at the community level that the 
balance between health needs and demand can be enunciated and 
measured as a totality. Since action taken by people ihaaee= 
ponse to felt needs are frequently outside the organised health 
system, the records maintained by the governmental institutions 
are of little help in determining tne rural health needs of 


the community eid thus often give a distortea picture. 
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CHAPTER IT 


RESEARCH DESIGN 


2.1 ORJECTIVES OF THE STUDY 


The main objectives of this Study are to assess primary 


health care needs of a rural community and identify ways in 


Which these needs are Currently being met. 
The specific objectives are: 


(i) To quantify health needs as perceived by the 


Community. 


(ii) To identify the magnitude of morbidity that 
exists in a community during a Given period 


of time. 


(iii) To determine the level of fertility and mortality 


in s rural community. 


(iv) To find out the pattern of utilization of existing 


nealth services. 


(v) To study the awareness and attitudes of rural 


communities towards government ne€aith Facilities. 


(vi) To study the pattern of expenditure on health 


anc medical care in a rural community. 
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(vii) To find out direct and indirect costs 


types of medical care. 
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2.2 STUDY AREA 


The study was carried out in Solur primary health centre 
in Bangalore district of Karnataka State. Solur is located 
at a distance of 60 kilometres north-west of Bangalore on 
Bangalore-Mangalore highway. The selection of Bangalore dis-=- 
trict was purposive due to logistic reasons. In Bangalore 
district, there are 19 primary health centres and for the 
purpose of selecting one primary health centre detailed dis- 
cusSions were held with the senior officials of the Directorate 
of Health Services in Karnataka including the district health 
officer of Bangalore district. These officials were asked to 
Suggest two typical PHCs. These two PHCs were visited by the 
research team and Solur was selected because of availability 
of necessary facilicies for the stay of research team and 
accessibility of villages for the survey. “Since it is a Sima 
pilot study no scientific sampling procedures could be possible 


or were necessery. 
Zed SeueCTION OF STUDY VILEAGES 


A list of all the villages covered by PHC Solur, along 
with their distances from the primary health centres and 
governmental health facilities existing, if any, in each of 
them was obtained. These villages were stratified according 


to the following criteria: 


(i) Village where PIC is located; and 


‘4i) Villages within 5 kilometres from PHC; 
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(iii) Villages where primary health units are 


located; 


(iv) Villages where sub-centres are located; 


(v) Villages which are more than 5 kilometres 
awe from the PHC headquarters and which 


do not nave any other health facilities. 


Two vi.llages from each of the above strata were randomly 
selected except that for group 1, the PHC village was purposively 
selected and the other 1 village was randomly selected from 


the Valieges whicharewwithin 5 kilometzmes from the: PGs 


2-4 SELECTION OF HOUSEHOLDS 


A household list for each of the 8 selected villages was 
obtained from the PHC ard updated with the help of village 
leaders. From each village 50 households were randomly selec= 


ted. Thus a total of 400 households were selected for interview. 


2.5 HOUSEHOLD SURVEY SCHEDULES 


Six schedules, details of which are given below, were 


used to collect information from the selected households: 


(i) Census Schedule: This schedule was canvassed 
to obtain information for each members of the 
sampled household with respect to his/her age, 
sex, relationship to the head of household, 


education, occupation and imnaunization status. 


Cit} Socio-economic and Environmental health schedule: 


v“hrough this scnedule information vas elicited regarding 
Socio-economic status of the household such as landhold= 
ings, income, religion, Caste, positions held by house-= 
hold members in the village orgénizations, external 
Contects by individual members of the family. Informa- 
tion was also obtained through this schedule about the 
environmental sanitation and health conditions of the 
household such as disposal of household refuse, QArainage 
facilities, housing conditions, patterns of contacts 
with the various health functionaries etc. This schedule 
Was also used to identify sickness cases in the household, 
pregnancy status of married females, births and deaths 


taking place in the household during the last one year. 
(eee ee liness Schedule: 


This schedule was used to seek detaiied information about 
€ach individual in the family who was reported to be sick 
during the reference period or 2 weeks. Data was collected 
about the symptoms of illness, Curation of illness, action 
taken to palliate the sickness, number of days lost due 


to sickness etc. 
(iv) Practit ioners' Schedule: 


This schedule was filled in all those cases of sick.. 


ness where a medical practitioners, wnether government 


or private, qualified or unqualified, allopathic or 
indigenous, was consulted. Information was also collec- 
ted regarding the profile of the practitioner and the 
type of treatment provided, procedures used, investiga- 
tions ordered etc. All expenditures both direct and 
indirect, in connection with the illness, were also 


obtained. 


(v) Maternity and Family Planning Schedule: 


nn re ee. nce. 


This schedule was administered to all currently married 
women in the reproductive age groups 6nd information was 
collected from them about their pregnancy history, atti- 
tude towards and practice of various family planning 


method s, details and costs of previous delivery. 
(vi) Death Schedule: 


This schedule was used only in those households in which 
a death during the last one year hed been identified. 
Infomation about the deceased with regard to cause of 
death, details of illnesses and treatment sought etc. 


Was solicited. 


2-6 ORGANISATION OF FIELD WORK 


All the survey scheduled mentioned in 2.5 were adminis-- 
tered to the head of the household or in his/her absence to 
some other responsible member of the nousehold. In case- the 


person(s) who have hau illness episodes auring the reference 


period was other then the main interviewee, an effort was made 
to ascertain particulars of illness and action taken from the 
affected person. All the interviews were conducted by two 
female interviewers, one of whom had a post-graduate and the 
other graduate degree in social sciences. Both of them had 

long experience of interviewing in rural areas. Their work 

was Closely supervised by an @xperienced assistant) research 

Be cicer: All the above field staff were given 2 weeks train- 
ing before; they were sent outwagthe field. Diemegeeevacor 

met the village leaders and explained the purpose of the survey. 
The actual field work commended only when excellent rapport 

had been established with the village leaders and their full 
Cooperation aseurcd. ~All the interviews conducted] by the 
interviewers were scrutinised by the supervisor for complete~ 
ness amd consistency on a daily basis. The Principel investi- 
gator made frequent visits to the field to sort out any problems 


and to provide necessary support to the field staff. 


Z./ SURVEY G@54ne FHC RECORDS 


In addition to the household survey, information was also 
obtained from the records maintained by the health centre and 


through interviews with tne various heaith functionaries, 
2.3 ANALYSIS OF DATA 


The data collected was coded and punched for computer 
analysis. However, due to financial and other programming 


Constraints, computer analysis could not be done. All tabu- 


- = 2 ¢ © 


lations were prepared manually which inhibitec the indepth 
analysis which was earlier planned. Time and resources per= 
mitting, further analysis will be taken up to prepare papers 


por proressionet journals. 
foo ~LIMETAP Ions OF; THE. STUDY 


Tt is well known that there are seasonal variations in 
the patterns of diseases and medical care seeking behaviour. 
In order to arrive at afairly accurate estimates of morbidity 
and household exypenditures on sickness, a longitudinal study 
spread over a period of one year is necessary. However, since 
it is a one shot study covering a reference period of only 
2 weeks, the various estimates given are only indicative in 
nature and are presented to demonstrate a methodology for 


assessing community health needs. 
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CHAPTER III 


STUDY AREA AND POPULATION CHARACTERISTICS 


3.1 PRIMARY HEALTH CENTRE SOLUR 


The primary health centre Solur forms a part of Magadi 
Taluka in Bangalore district of Karnataka state. The state 
of Karnataka, according to 1981 census, has a population of 
37 million and covers an area of 1,91,773 Sq. Kilometres. 
The density vf population thus works out to be 193 persons 
per sq. kilometre. During the decade 197181, the population 
of the state increased by 26.4 percent. There are 19 dis- 
tricts in the state. The Bangalore district, which was selected 
for the purpose of this study, has a population of 4.9 million 
and an area of 8005 sq. kilometres (1981 census). Whereas 
the district population during the decade 1961-71 grew by 
34.4 percent, the “ecennial growth rate for 1971-81 works out 
to be 46.2 rercent. In Bangalore district, there are 11 talukas 
and Solur is one of the primary health centres located in 
Magsdi taluka which comprises 625 villages <Aeiaaing hamlets 
and small non-+revenue villages and covers an area of 936 
kilometres. The density of population in the taluka, as per 
1981 census, is 217 persons per sq. kilometre. The sexwise 
distribution of rural urban populéetion of Magadi taluka is 


as under: 
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Taluks is an administrative unit below the district level. 


SEXWISE RURAL URTAN DISTRIBUTION IF 
POPULATION Oi MAGADI TALUKA 


_MALES =e = oPeMALES ee TOTAL, 
oo. tt EEE OS aS g N % 
RURAL me o30  SOse oa 93> 494 1,85,662 100.0 
URBAN 9,151 52.0 8,454 43.0 17,605 100.0 
TOTAL -02, 087 50.7 iow 16 °49.;3 2603, 267 - 10026 


—98 em oe es. ee te a 


(SOURCE : CENSUS OF INDIA, i981) 


The decenial population growth rate (1971~81) for the 


taluka is 17.8 percent which is much lower than the district 


and the stete sas a whole. 


There are 280 villages including hamlets and smal. 
non=revei.ue villages in the Solur primary centre area. The 


current population (1983) covered by the PHC is 1,02,889. 


2. ORGANISATIONAL STRUCTURE OF PRIMARY HEALTH CENTRE SOLUR 


The PHC headquarters are located at Solur, a large village 
District 
on the main Bangalore-Mangalore/Shighway. There are 13 sub- 


centres under the jurisdiction of the PHC. Each sub-centre 
covers a population of about 5,000 and is looked after by a 
male and a female health worker. The existing staffing 


pettern of the PHC is given below: 
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source: Office of the District Health &. 
Family welfare officer, B'lore District. 
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TABLE 3.2 


STAFFING PATTERN OF PHC SOLUR 


Category of Staff 


Medical Officer 

Lady Medical Officer 
Block Health Educator 
Clerk (Grade I) 

Clerk (Grade IT) 
Health Assistant 


(Male) /Senior 
Health Inspector 


Health Assistant 
(Female) /Lady 
Health Visitor 


Pharmacist 

Lab. Tcchnician 

Health Worker (Male) 
Health Worker (Female)/ 


Auxiliary Nurse 
Midwife (ANM) 


Attenders 
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TOTAL 


ee 


Sanctioned Positions Positions 


positions 


W 


Fal 


fa. 260 


ey 


W 


Vacant 


in adGition to the facilities for out-door patients, the 


has six beds for obstetrical and other emergency paticnts, 


are rarely made use of by the people. 
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DISTRIBUTION OF SAMPLE POPULATION BY AGE AND SEX 


Ree aroups si ¢ Ra ee 
Below - I year 39 a2 39 323 78 358 
iS eeeve ars 7 25 2.0 14 tha 39 i368 
3 + 4 years 100 8.2 93 Beg. 193 8.1 

3 eee years Peo 26.4 290 caw 613 “oeee 

15 = 24 years 222-  18.7 21 eee Ade. eee 

25 = 34 years Bodo 11.2 0 4 8609166 See 303. > ae 

35 = 49 years tees 13.7 1467 i 5 ee 

50 ~ 64 years 119 9.7 139 see O56. ae 

65k 82 6.7 61 Sede 143 aed: 
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TOTAL “t¢ee-200.0 1165 =f@ee0 2387 loge 
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3.3 PRIMARY HEALTH ‘JNITS 


In the Solur PHC area there are four primary health units 
(PHUS) located at Kudur, Sankighatta, Gudemaranshalli and Marur 
Villages. Each health unit is supposed to cover a population 
of 15,000. These primary health units are typical of Karnataka 
State only and provide mainly curative services. Each PHU is 
Staffea by a medical officer, a pharmacist, an ANM and 2 atten-- 
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3.4 AGE AND SEX DISTRIBUTION OF POPULATION 


Age and sex distribution of population is the most impor-= 
tant measure for determining health needs of the community . 
The data on age and sex composition of family members, as will 
be demonstrated below, can form a basis for finding out number 
of married women in the reproductive age groups, the number of 
pre-school children and other groups with age and sex specific 
health needs. By looking at the age and sex composition of the 
population one can also roughly know the other demographic 
characteristics of the population such as level of fertility 
and mortality. The age and sex distribution of the study 
population is shown in table 3.3. The table shows that 38.7% 
of: the population is below 14 years amd those above the age of 
SO constitute only 16.7% of the eotal population. Thus our 
study population is characterised by high proportion of infants 
and children and a low proportion of people living beyond the 
middlo age which is typical of a developing country where both 


fertility and mortality levels are high. 


3.5 POPULATION DISTRIBUTION AS BASIS FOR NEED DETERMINATION 


The data given in table 3.3 has been projected to a 
hypothetical PEC base of 1,00,000 and is shown in table 3.4. 
This table reflects many of the health needs specific to 
particular age and sex groups. To give an illustration, if 


professionals decide that a child requires check ups every 
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two months Guring infancy and biannual visits thereafter until 
he/she reaches the age of five, 39,046 contacts would be 
needed every year in the hypothetical PHC area. Similar 


examples could be extended to other age groups. 


TABLE 3.4 


POPULATION DISTRIBUTION AS BASIS FOR NEED DETERMINATION 


A NT 
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Extrapolated to population 


Persons Bee 1,00,000 
(PHC population) 
Under 1 year 78 | 3268 
1-4 years Zoe 9719 
5-14 years 613 25680 
15-49 years 534 22249~4 
50 and above 399 AG1LS 
ee 
Total 2387 100,000 
Eligible women 374 15668 


(currently married 
women between the 
ages of 15-49) 


ee ee a ee es cet EE A PO I OS OLA LLL OE OLD 


a 


3.6 LEVEL OF LITERACY 


The level of literacy is an important determinant of 
health care attitudes and practices, as well as receptivity 
to change. The sexwise distribution of population by educa~ 


tion is shown in table 3.5 which indicates that a Little 


aay 


more than half (51.7%) of the Study population is either 
literate or have had some fo: mal schooling. The tabl2 further 
Shows that while 62.1% of the males are literate or had some 
schooling, the corresponding figure for the females works out 
to be 37.8 percent. The literacy rate in Magadi taluka, 
according to the 1981 census, is 32.5% for the total population 
and 44.0% and 20.6% for males ard females respectively. Thus 
the literacy rate in the sample population is higher than the 
taluka as a whole 
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DISTRIBUTION OF POPULATION BY EDUCATION ACCORDING TO SEX 
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Educational MALE FEMALE TOTAL 


status N % N Yo N % 
Tlliterate 427 34,9 gee: awe. Lae 48 | 
Literate 138 Liss 83 eae Zee ee 
Primary 240 1976 164 £4 51 404 16% 
Middle 128 Loe 80 ome 208 Se | 
Higher aio 1s 3 105 90 328 igs? 
Secondary 
College 66 5.4 8 Ole | 74 Se. 
Education 
TOTAL E222 100.0: 11365 -300.0 2387 =e 
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3.7 DEPENDENCY STATUS 


The dependency status 0% both male and female pc pulation 
in our sample is shown in table 3.6. It could be seen from 
this table that 59.5% of the Population is not working and 
are dependent on the working population for their maintenance. 
The percentage of non-workers among males and females works 
out to be. 46.7) ami 7029 respectively. The dependency rate 
among the study population is thus very high which is typical 


Seo high fértiiacy developing society. 


TABLE +336 


DISTRIBUTION OF WORKER AND NON WORKER POPULATION 


ACCORDING TO SEX 


oe 


——— 


Persons Male Fema.:<. 
N % N % N A 
Workers 990 41.5 651 a3 oo 339 29.1 
Non-Workers 1397 5955 eM Be 46.7 826 70.9 
TOTAL 2387 100 .O~ 4272 100.0 1165 100.0 
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3.8 TYPES OF ECONOMIC ACTIVITY OF WORKING FORCE 


The main economic acti.ity of the working force in the 
Study area is agriculture in which approximately three-fourths 
(74.2%) of the working population is engaged. Approximately 


nalf (48.9%) the workers are owner Cultivators, while about 


one-fourth (25.3%) are landless agricultural labeueecs. The 
other activities in which the working force is engaged in 

order of their numerical importance are service/teacher (9.7%) 
household industry (7.6%) Ccommerce/shopkeeper (6.7%) and 

others including village artisans (1.9%). The sexwise dis- 
tribution of the working force shows that a large number (40.1%) 
Work as agricultural labourers. The details are given in 


table 3.7. 


TABLE 3:.7 


DISTRIBUTION OF WOPK FORCE ACCORDING TO MAIN 


\ 
ECONOMIC ACTIVITY 


‘4 Persons Male Female 
Occupation N 0, N %, N of, 
Cultivator 484 48.9 328 50,4456 46.0 


Agricultural labourer 250 eee 114 1] (3 eee 40.1 


Heusehold industry 75 ha 50 tne 25 7.4 
Service/teacher 96 Re 93 14.3 < 0.9 
Commerce/shopkeeper 66 6.7 51 Tat LS 4.4 
Caste occupation EA Lies 10 Leo 3 0.9 
Others = 0.6 5 0.8 1 0.3 

TOTAL 990 3000-651 100.0%) ae. - 100-0 
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3.9 SIZE OF LAND HOLDINGS 


The distribution of lan: owned by the sampled hcuseholds 
in different types of village is shown in table 3.8. Appro=- 
ximately, one thirds(31.0%) of the households do not own any 
land @nd another one~thirds (33.1%) own less than 2 ecres. 

Those oWning more than 5 acres constitute only about one-sixth 
of the households. There are considerable variations according 


to the type of village but no clear pattern is discernible. 


3.10 MARITAL STATUS 


The marital status of the study population is shown in 
table 3.9. A little more than half (53.8%) of the persons 
included in our sample are in the never married status, another 
two-fifths(40.0%) are currently married, and the spous of 


remaining 6.2% are either dead or separated from ther. 


Peo 3.9 


MARITAL STATUS OF POPULATION 


a me ee ee 
a ee ee — 


—— 


Marital Status N % 
Unmarried 1285 pe 
Married 955 40,0 
Widow/Nidower 140 ee, 
Divorced/Sseparated 7 0.3 
TOTAL 2387 100.0 


ean — t t 
SPW | wo 
v ¥ 


3.11 DISTRIBUTION OF HOUSEHOLDS BY RELIGION 


An overwhelming majority (92.0%) of households k2long 
to the Hindu relig.ion and tne remaining 8% of the households 
are equally distributed among the Muslims and Christiane =e 
could be further seen from table 3.10 that Muslims and 
Christians are primerily concentrated in the PHC neadquaa tia 


village and their number is negligible in other villages. 


3.12 DISTRIBUTION OF HINDU HOUSEHOLDS By CASTE 


The major castes in this study area, according to their 
numerical strength are Vokkaliga (34.8%) Kuruba/Golla (15.5%), 
and Lingayath (14.9%). The scheduled castes/tribes constitute 
one-eighth (12.5%) of the total number of Hindu households. 

The caste distribution however varies according to the type of 
villages. For example, in the village where PHC is loceted 
48.4% of the Hindu househcld = are Cures os and 45.1% beloi.j3 
to scheduled castes/tribes. The Lingavaths constitute only 
6.5% of tne total number of Hindu households. The caste dis~ 
tribution according to the type of villages included in our 


sample can be seen from table Bo iy 


pot ttee 


re ne me eee SO 8 ee TR em TS See nee STE “meer eee ewe, © ore ws ye le ree a i on ee onan 


O°OOT OOT O° OOT OOT 


OE RN Ee Oe 8 ner re me ee or oe: 


GES |S AE 8 OS) -O'O0T OS 


Cte i EE ee ee 


‘ : 4 Of8 69 ho: AEM 
O°z Z - = GPs. 9s 7 ee ey as 


0°68 68 Oe Uree in 


vp N 


SSDETITA 
DOSY 


ere ee oe 


% % N 7% 7 


Celery Ta ST ESSE TI TA fa SsebeT TTA OHA Ss20nujHa 


SE ES Se ORR I ee 


eheTItA FO adéL 


NS AE ES NC I ES OT SLE EE RT RETEST ROTTS Sew-ene re 8s 


EES ST SNS FS, 


LE EN TT RN 


GOVITIA JO GdAL ANY NOLOINSY cL oIduodov 
OT°e AIS. 


~ > €p.-: 


S@IOHE SNOH 


SN ee er em eet eres ee tee ee es 


O° GOT) OOF 


ee ee ee ee 


O°? 


O°? 


O° 26 3 


9} thee 
TEIOL 


OW 


iO NOTLLNETS LsiId 


UETIASTAUD 


WT TSny 


OT OTS oe 


os alee tihecttn 


ea eR SS ET TS EE ES LT, LL LE Le 
~ NEE SRO REES 5  ETESUETRRTEE (SEERA OS LS 


eee 


0” O00T (B90) (Or OOr ao eS 8 Thi SHI O° OOT 68 Oo" OOT | OS POO. Rk IWLOL 


ES LE IE RE ES TT - AS > i 
ee ee rt rr ee ew oer pe EE OEE ECR TT TT TS ETS TEE Se 


LE’ 3 ne St oT - ” hile be ST eed 
tae | 97 eS 8 Or" Fe v cy ci i oO’ St 
ce ST 2 a Ht . a S79 T ST Oo” 7 
p°sS O7@ aio a5 Satis Ta 9°S S O°9 
S* ST LS a SE eT OT oT 9° FT =. = wi Ce ot ey, Too/eqnan» 
S° VE Soq So Le LE O° VV VD 8° 9T ST O° v9 ras rf 24 EDT TE AHOA 
OE SS aon | ST  beiag 4 hige Oe ET WER T G°9 Z yAeAe out 
4 (am v Big v tne rd O°” e sig UTUIYe TS 


OO “NSO es 
ext 
i ij ww 
< 
a 
co 
f 4 
VY) 
UO 


eTeatTpen 


I OTS FT EY OTS TT 0 ee rr TS OE! I REDON TOES als aaa tate ami iS0k ae teat mie | 5. <A AESENAa SCN a7 lee = rt PRCPECSIR ok Sper SERENE APE scrapie oeemes sch egit a ierioaperaiainipeaetita ene anieertieiare taint ae IEG +! Goes AA SEES SUMPTER ASIT EES anaheim Semi earn ih > ESR A » SERRE TSS AALSRIENS 


% N % N % N % N % N Se N 


Sr a ree et ce fo es © FNS CUS ORE! FET RET CAND SOS TE FIN ND AE OTN OG 


i — 
TEWOL eae SoOBETITA OS sebelTITA NHa ebeTITA OHd *SIOH OHd 


EE TY TS: Se me nS SE 


Se eee! OE WHERE SS OE REN SETTERS SR 8S NES es aU RRR NEES SE NERENOS RNS. 5 an ET SCT AT RNR EY eee an ENT NEES PT er pee NON 8) Serene me ee 


eee news = “Or 8 ree 8) EN are 5 e-em mae TOE EE SIE ST YLT TLDS CT SESS NT TONS ee ee rere en eee 


en ee rr eer ere 


aherttt A sO edAL 


ee EER EH COE REITER ERED SCTE SE RTITET ee A EP eres Nar Sey “STN 


ee ee ee a ere ere re ry 6 


OS LG LD ALLE LLL LD LLL LLE LOLOL ES EN ET NE TT OO 


FTOWITILA JO AGAL GNY aALSVYO OL ONIGUOOOY SCIOHASNOH NGNIH #0 NOTLAGTYLsid 


Tt & ST4ed 


‘ 


Stehiuaihteaikteaeettnn a Secgie: 
. , 


ay Ww, cM ig 


ae 


ee) 
. 
er 
UJ 
W 
Ke 
™N 
CY 


Ge HOUS::HOLD BY FAMILY TYPE 


The distribution of hcuseholds according to typ and 
Pematy and size Of Meusehold is qivene=an table 3.12. aa 
the households have been dichotomised into nuclear and exten-- 
ded. The households which consist of huSband, wife and 
unmarried children are defined as nuclear and all others have 
meen treated as extended for the purpose of this study ine 
Gate shows that 54.3% of the househoids included in oumesenpie 
are nuclear while the remaining 45.7% are extended households. 
The average size of nuclear and extended households works out 
toe be 4.7 and 7.5 respectively. The average size of fieusencia 
ter the total sempie is 5.9. A further analysis of Gara eiovs 
that while approximately two-thirds (65.4%) of the nuclear 
households have 5 or less versons in the household, thx. e-fourths 


(75.3%) of tne extended families have more than 5 persorii. 


3.14 POSITIONS IN VILLAGE ORGANISATIONS BY HOUSEHOLD MEMBERS 


It is generally seid that those who hold rfositions in 
village organisations are able to exert their influence with 
the various health functionaries and are able to obtain quality 
services for them end their family members from the government 
health facilities. Furthermore, these formal leaders are 


Considered to be chénge age:+75 snd their cooreration is essen 


’ ’ ‘ ae 2 f = r~™ 1 4 . } =" 4 « 
‘ial in the identification cf neelth needs and in the imple 

; - ' “ Z . 7.9 mm, L. { 5 7 
mentation of various health orogrammes. it was tnererore 
Considered axoropriate to collect information about the indi-- 

holaing positions 
viduals in our samplée/in tre various village crganisations. 
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A little less than one~sixth of the respondents reported 
that at least one member of their households has a formal 
position in a village organization such as Panchayat, Coopera~ 
tive society etc. The data shows that 6.3% of the households 
ancluded in our- study have someone in the family who 2s the 
Chairman or member of the village Panchayat, and 8.2% of the 


households have family members who are Chairman or members of 


cooperative societies. 


3.15 OUTSIDE CONTACTS 


The contacts outside the village are important for 
assimilating new ideas and for the modification of health 
behaviour. In order to obtain information about the contacts 
by the household members outside the village, questions were 
asked as to where the members go for marketing, recreation 
etc; whether any memver of the household is studying or working 
outside the village; whether the household owns a radio or 
transistor; and frequency of reading newspapers and magazines. 
Table 3.14 shows that about one-third (35.2%) of the persons 
interviewed indicated that the household members rarely go 
outside the village for marketing or recreation as ane cheir 
reguirements are met in the village of their residence. 
Another 45.0% of the respondents reported that for marketing 
and recreation the family members nomnally go to places which 
are located within 10 kilometres from the village; the remain- 


ing approximately one-fifths of the respondents indicated that 
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for this purpose they either go to places which are beyond 

10 kilometres from their place of residence or to taluka or 
Gistrict neadquerters. A bresk up of this information 
according to the type of village reveals that while an over@ 
whelming majority of those residing in the villages where 

PHC or PHUs are located meet their reguirements in the village 
itself; more than nine~centh of those belonging to remote 
villages go out of the village for marketing purposes or 
recreation. This is because the villages where PHC or PHU'S 
are located are relatively much larger as compared to those 


villages which lack such facilities. 


3.16 HOUSEHOLD MEMBERS WORKING AND STUDYING OUTSIDE THE VILLAGE 


The people from the rural areas who work or study out~ 
side the village in the towns and cities generally make fre- 
quent visits to theix respective villages and often bring new 
ideas. Mary a times they are instrumental in changing the 
health practices of their family members. All respondents 
were therefore asked if any household member is working OF 
studying outside the Wiiiage. The information thus elicited 
45 shown in table 3.1% which reveals that more than one-third 
(36.5%) have at least one member of their family who, at the 
time of the survey, Was working or studying outside the villages 


of his permanent residence. 
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TABLE ano 


HOUSEHOLDS HAVING MEMBEF 5 STUDYING OR ' ~ RKING 
OUTSIDE THE VILLAGE 


ee eee mm mn a ee ee ee + ee ee a Ts 


New -on HHS 


ee ee 


Type of ee having members ae = 
Village —_ working outside S = os . 
the village = 
PHC HOrs. 50 ac 34.0 
PHC Villages 50 Zo 46.0 
PHC Villages 100 32 ee 
SC Villages 100 29 29.0 
Remote 100 45 45.0 
Villages 
400 146 3645 
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3.17 OWNERSHIP OF RADIO/TRANSISTOR 

Since radio is an impoztant media for communicating new 
ideas, the matter uf contact outside the village was further 
pursued by asking the respondents if they own a radio or 
transistor. Approximately one-third (34.8%) or the respon= 
dents reported that they own a transistor or radio. The per~ 
centage of housenolds owning radios/transistors in the PHC 
and PuU headquarter villages was found to be 40 and 45 res-- 


ectively. (Table 3.15). 
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TABLE 3.16 


OWNERSHIP OF RADIO/TRANSISTORS BY HOUSEHOLDS 


AND TYPE OF VILLAGE 


ee 


On ee ee et ee 


No. of HHS. 


Type of Village No. of HHs. owning Radio/ Percentage 
Transistor 

Ee eee 

PHC HOrs. =e. 20 40.0 

PHC Villages 50 14 2060 

PHU Villages 100 45 45:0 

sc Villages 100 30 30.0 

Remote Villages 100 30 3050 
TOTAL 400 139 34.8 


3.18 NEWSPAPER READING BY HOUSEHOLD MEMBERS 


The respordents were further asked if any household 
members read the newspapers. In case of an affirmative answer. 
they were further asked if it is done regularly or occasionally. 
The responses elicited are given in table 3.17 which shows 
that in more than half (52.7%) of the households no members 
of the family read the newspaper, in another about one-third 
(34.8%) at least one member of the household reads newspapers 
occasionally. The remaining one-€ighth (12.5%) of the respon= 
dents reported that the household members regularly read the 


newspapers. 
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FREQUENCY OF NEWSPAPER READING BY HOUSEHOLD MEMBERS 


Ziee OF VILLAGE 


sae ee ee a ne ns - m8 ee eee _ wee oe ‘s - oe ee ee 
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[ype of Village HG. of Frequency of newspaper reading 


LS mm an ee 

Regularly Occasionally None 

N % N % N % 
mo HOrs. 50 = 6.9 19 38.0 2a 
PHC Village 50 Z 4.0 if 6 6334.0 So eee 
PHU Village 100 23 gaa 38 38.0 - 392s 
sC Village 100 13 ‘i338 29. 29.0 SBS seeo 
Remote Village 100 = 930 26 36.0 Soo 
TOTAL A406 50> 2 239. 34.8 Zit 


CHAPIER IV 


HOUSING aN D oA TTA TION 
House types 
umber of roons 


Electrification of houses 

Latrine, bath and kitchen facilities 
Presence of animals in the houses 
source of drinking water 

Disposal of waste 

Drainage systens 
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CHAPTER Iv 


HOUSING AND SANITATION 
IV.1 HOUSE TYPEs 


The type of house a villager possesses is an important 
index of his economic comition.= sn improvement in his economic 
Condition in most cases results in the improvement of his house. 
This also reflects an important health Liability.s@n the basic 
of material used in its construction, a house may be divided 


into three categories: 


(3a) Pueca 
(b) Kuccha 


(c) Mixed 


A Pucca house is one in the Construction of which baked 
bricks mixed with lime, cement or mud Constitute the material 
of the wall and bricks and wooden lintels or slabs are used 


for the roof. 


In the construction of a Kuccha building unbumt bricks 
or mud are used for the wall, while straw, wooden lintels or 


bamboo are the main materials used for the roof. 


A mixed house is of two types. w*retly, a scructure may 
be having puccs walls hut kuccha roof or a house may be partiy 


pucca or partly kuccha. 


j. 
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it would be seen from table 4.1 that 73.3% of the houses 
in our sé:ple are pucca, 25.5, are kuccha anc only 1.2% are of 
mixed type. There ‘s not much variatior in the type of house 
according to the village type except that in the sub-centre 
villages a little more than half (53.0%) of the houses are 


kuccha and the remaining 47.0% are PuCCH. 


TABLE 4.1 
TYPE OF HOUSING ACCORDING TO TYPE o# VILLAGE 


ee ee. ie ee ee + ie ee - es ete 


TYPE OF HOUSING 


Total No.6. 
TY DO OE ee? oF Gus. PUCCA KUCCHA MIXED 
N of N° eee of 


a re cee + 


PHC Headquarters ao as- 62.0 9 i840 = = 
PHC Villages 50 a7. 94.0 1 pies ge) 4.9 
PHU Villajes 1.00 fo- 19.0 20 =f ee 8 
SC Villages mele) ey 47.0 .3- See — 
Remote Villages LOO qa 19.0 . 19 =e ZO 
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4.2 NUMBER OF ROCMS 
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The number of rooms in a house anc the average number o* 
persons per room is an important index of over crowding. The 
distribution of households in our sample according to the number 
of rooms iS given in table 4.2. It could be seen from this cables 
that approximately one=third (34.593) of the households have only 
one room accommcedation; another one half (50.5%) have between 
2-3 rooms. The percentage of households Living in more than 
3 room houses is very small (15.0%). All the 400 households 
included in our sample put together have as many as 903 rooms 
and the average number of rooms per households ard the average 
number of Persons per room works out to be Zsa and 2./ respee 


tively. 
TABLE 4.2 


Number of rooms in the household according to type of village 
ee eer (Ok) rocm@ee me mousenol.. am 
Total neg, — — a 


Type of Village Detgino” UT room 23 roms -Sroans 64 
PHC Headquarters 50 im 22.0 26 S23 ee. 2 48 
PHC Villages o,8 9 28.0 32 6440-251 .0 4 820 
PHU Villages 100 30.0 45 454698 15.0 7 Too 
sc Villages 100 ma 41.0 148480 6 9.0 2 2.9 
Remote Villages 100 wen? .0 51 Sige oe. 1 oe 
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TABLE 4.3 


Provision of Electricity according to type of village 


SE A Ne eo eee me 


; Total No. No.of houses 
paeee ¥+ lage of HHs. us ing és 

electracity 
PHC Headquarters 50 19 3350 
PHC Villages 50 18 36.0 
PHU Villages 100 54 54.0 
SC Villages 100 34 34.0 
Remote Villages 100 6 6.0 
TOTAL 400 13s 3226 

TABLE” 4.4 


Use of Latrine according to type of village 
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No. of HHs Type of latrine _ 


tS a ei negli te 


Type of Village tee Bees Ps Flush out 
HHS N % : 4 MN % 
PHC Headquarters 507i Siege. 63 3050 7 70.0 
PHC Villages 50 oe i ys - ae = a 
PHU Villages 106= 4242 36.0 19 52.8 =e 47,2 
SC Villages 106 ee 2.02 10. ee = 
Remote Villages 100 3 330 “ 32 1490.0 
TOTAL SOG = 228 4 OT GB eee 53.0 
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4.3 EQLSCTRIFICATION OF HOUSE 


| i 


Al- the villages cover: 1 by this study are electrified 


but only about one-third (32.8%) of tr2 households have 
eleecrtrre Connection in their houses. With 2eqard to the 
provision of electricity, there are considerable inter= 
Villege Veriations. While 54.0% of the houses ian Pau vill see 


are €ieetrified, only 6% o& the households an the remote 


villages have taken electricity connections (Table 4.3). 


4.4 LATRINE, BATH AND KITCHEN FACILITIES 


Only 51 of the 400 households have latrines in the houses 
and most of these houses are located in PHC or PHU villages. 
Further, of these 51 houses, 24 have pit type and remaining 
27 flush-out type latrines. In the absence of latriner <n 


the houses, most villagers both males and females, go in tne 


—— 


open area in the village for defecation (Pasi 4.4)... - i Eee 
approximately one-third (34.5%) of the households have ceparace 
bath-rooms. Most ~ the men, however, take path in the weaitie 
in the fields and women in the improvised bath-rooms in these 
houses. So far as separate kitchen facilities ere concerned, 
about three-fourths (75.5%) of the espondents indicated that 


there have separate kitchens in their houses. These sevdvarate 


— 


y . ~9 Yr T \> i- 4 < ; t — 71 i 
kitchens are, however, made by putting a small pertition West 


in tne main room. 
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4.5 PRESENCE OF ANIMALS IN THE HOUSES 


A little more than half (57.8%) of the households in 
Our sample possess animals and three-fifths (61.0%) of the 
households possessing these animals maintain them in the 


same room occupied by persons (Table 4.5). 


TABLE 4.5 


Animals' Presence in the Hcuseholds according to type of 


Village 
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Total No. of households 
Type of Village No.of No. of households where animals live 


ee A a ee ee em es ne 


having animals 


HHS with family members 
N % N % 
PHC HOrs 50 P- 46-6 Ly See 
PHV Villages 50 36 72.0 a. 86.1 
PHU Villages 10c 40 40.0 a3 3262 
SC Villages 100 73 173.0 42 = 5745 
Remote 100 59 59.0 38 64.4 
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4.6 SOURCES oF DRINKING WATER 


foe ONC Of the meet iportant potenti~l health hazard 


. c a . . . 
S unsafe drinking water, it was Considered appropriate to 


h€ main source of arin ing water for the 


O 


household. As could pbe seen from table 4.6, the source of 


drinking vater for an overwhelming majority (74.7%) or the 


nouseholds are wells. In the prc and PHU villages, tap water 


supply is wailable and in the latter set of villages, it is 


he main Sturce of drin 


The disosal of wastc has an importamt conseauence to 
hélth. An verwhelming majority (85.2%) o£ the respondents 
reyrted the they deposit the household waste in the calia6 
pos. pit; <sniher 12.54 reported random disposal outside the 
hor. Vltho jh these are the two main ways of waste disc .osal, 
ther practic: varies from village to village as could te seen 


fror,table 4.. 


4.8 “RAINAGE WSTEM4 


pout hak (49.7%) of the respondents reported that the 
wast¢water fin thc houses go to lane with working Grains. 
The 2maininy 7e pondents reported no apparent drainage 


systm (Table 4.8. The drains wherein they exist do not 
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AWARENESS aND UTTLIZATION OF HEALTH SERVICES 


Awareness cf Primary Health Centre 
Awareness of Sub-centres 
awareness of Prinary Health Units 
Utilization of services at PHC 
Utilization of SC services 
Utilization of PHU services 
Reasons for not using PHC services 
Reasons for not using SC services 
Reasous for not using PHU services 


Use and Comnunity Satisfaction from 
PHC services 


Reasons for dissatisfaction from PHC 
Services . 


Use eid Community Satisfaction with SC 
S€ry Cec 


Reasons for dissatisfaction from SC 
LCE 

Use aiid Conmunity Satisfaction from 

PHU services 


Reasons for dissatisfaction with PHU 
SErVICES 


Contacts with Governnent health statr 
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CHAPTER V 


AWARENESS AND UTILIZATION OF HEALTH SERVICES 


5.1 AWARENESS OF PRIMARY HEALTH CENTRES 


A question was asked from the respondents to find out if 
they knew the location of PHC in their area. If they did, they 
were further asked if any member of the household had ever made 
use of the facilities available at the PHC. In case of am 
affirmative answer they were asked whether they were satisfied 


with the services provided. 


There was a high degree of awareness among the respondents 
about the location of PHCs in as much as 91.3% knew about it 
(Table 5.1). At the village of the PHC headquarters and the 
village which was located within 5 kilometres of PHC, all the 
respondents knew about the existence of PHC. However the extent 
of awareness decreased with the increase in the distance of the 
village from PHC and only three fourths (76.0%) of the respon 


dents from remote villages knew about the location of PHC. 


CAGE Som 


Awareness of the Community Regarding the Existence of 


'-) 


Primary Heaith Centre 


Se A I EP I EN tt it 


No. of Neo. of HHS. Showing ae 

Type of Village ? Percentage 
alt oriaie: HHS awareness aes “J 
PHC Headcuarters SO 50 100.0 
PHC Villages 59 50 100,0 
PHU Villages 100 93 9 shake 

— 4 z s 4 1A ‘ 

> ws Fe i 3G = 5 KS Io FO ee J 
Remote Villages 100 716 16 e40 


5.2 AWARENESS OF SUB-CENTRES 


The information about awareness of sub-centres was sought 


O 


from the respondents residing in the villages where the sub- 
centres were located and the villages which were beyond 5 kilo~ 


metres from PHC i.e. remote village. 


All the respondents living in the villages where sub-centres 
were located knew about the existence of sub-centre while only 
18% of those living in remote villages had some knowledge akout 


the sub-centres in their area. (Table 5.2). 


TABLE 5.2 


Awareness of community regarding the existency of 


Sub—-centres 
Total No. No. showing 4 
S ie) 
Type of Viliag of HHS awareness ; 
SC Villages 100 100 100.0 
Remote Villages 100 78 1360 
TOTAL 200 178 89 .O 
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5.3 AWARENESS OF PRIMARY HEALTH UNITS 

BA PHU is supvosed to serve a population of 1500C. The 
question about the existence of PHUS Was asked £rom the res- 
pondents from the villages where PHUS and sub-centes were 


located and those villages which were not within the effective 


range (5 kilometres) of PHC. All the respondents from the 


o s-06 ae 


PHU and SC village were able to specify the existence and loca~ 


tion of PHU, while 89.0% of the respondents from the remote 


villages could do so. (Table 5.3). 
TABLE. Se 


Awareness of community regarding existence of PHUS 


) 
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:' No. of No. showing 
f Village ox, 
Type o illeg HHS awareness ‘ 
PHU Villages 100 100 100.0 
SC Villages 100 100 10.0 
Remote Villages 100 89 89.0 
TOTAL 300 209 96 .30 
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5.4 UTILIZATION OF SERVICES AT THE PRIMARY HEALTH CENTRE 


Aprroximately two-thirds (62.5%) of the respondents inter 
viewed reported that they and/or their family members had utilised 
the services available at the PHC at one time or the other. 

A further break up of the responses by type of village shows 


oh 


that while 96% and 94% of the respondents and/or their family 
the 

members from the village where the FHC is located and/village’ 

within 5S kilometres of FHC headquarters respectively hed utilised 


the PHC services; the use of PHC services From the PHU, SC and 


remote villages was 54.0%, 52.0% and 49.0% respectively. 
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TABLE ig & 


Utilization of services available at the PHC by Community 


type of Villages 


ee — a 2 oe meee ee 6 me. @ women . 


Type of Villages 2ocol No. of .. Nag using of, 
responses services 

PHC Headquarters 50 48 96.90 
PHC Villages 50 4‘7 94.0 
PHU Villages 100 54 54.0 
SC Villages 100 ae De ae 
Remote Villages 100 49 49.0 

TOTAL 400 250 64.5 


Sed UILELZATION OF SUB=CENTRE SERVICES 


The use of Sub-centre services by and large was limited 
to those ..iving in the Sub-=ce. tre villages anu in these villages 
about three-fourths /59.0%) of the respendents and/or their 
families reported to have ever utilised the SC services. The 
utilization of SC services from the remote villages has been 


found to be negligible (6.0 percent). (Table 5.5). 


TABLE 5.5 


Utilization of services available at SCs by the community 


A 


a ee —— ee 


Total No. No. using 


sd 


Tyre of Vill e a - ‘ percentage 
oh os gat of HHs services ~~ 

SC Village 100 59 59.0 

Remote Village LOO 5 28 


TOTAL 200 65 J2e2 
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5.6 UTILIZATION OF PRIMARY HEALTH UNIT SERVICES 


Three~fourths (75.0%) of the respondents from the villages 
where PHU were located reported that they end/or their fanily 
members had availed of PHU services at one time or the other. 
The reported utilization of PHU services from the SC and remote 


villages works out to be 61.0 and 60.0 percent respectively- 
(Table 5.6). 


TABLE-5.6 


Utilization of service available at PHUs by people 


ee ee em —— 


: Total No. No. using | ‘ 
eyes or village i Slag Eg Be services = 
PHU Villages 100 fae 715.0 
mo walleages 100 61 61.2 
Remote Villages 100 60 60.0 

TOTAL 300 196 65.3 


5.7 REASONS FOR NOT UTILIZING PRIMARY HEALTH CENTRE SERVICES 


The respondents wiio or their family members who hed never 
availed of the PHC services were asked to state reasons for 
having not used these services. The reasons given by the res~ 
pondents are shown in table 5.7. The most important reasons 
mentioned by the respondents in order of their numerical impor~ 
tance are : accessibility (32.7%), availability of better 


services elsewnere (30.0%), there was no need (21.3%). (Table 5.7). 
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5-8 REASONS FOR NOT UTILIZING SUB-CENTRE SERVICES 


Those residing in the villages where sub-centres were 
located and who had never used the services of these centres 
indicated that the main reason for their not uSing these services 
Was non-availability of qualified doctor at the sub-centres. 

This reason was given by 87.3% of the respondents. Two-thirds 
(66.0%) of the respondents from the remote villages however 
gave distance from the sub-centre as the primary reason for 


not using SC services. (Table 5.8). 


TABLE 5.8 


Reasons for not using sub-centre services as indicated by people 


according to type of village 


a - eee ee 


a ee 


~ Remote 
SC Villages ee Total 
No. of HHs not using Re EEN 
SC facilicies 41 94 33 
ee ay Sal N %, 
Reasons for not using 
SC services 
Non availability of 36 S71 .8 6 6 4 42 31.1 
Qualified doctor 
Too far i 264 62° 6673 63 46.7 
Staff not polite - ~ 9 9.6 9 Bat 
They demand money 1 2.4 _ ~ 1 oe 
No illness 2 4.9 1 ie 3 ee 
Others 1 Lot > op 6 4,4 
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ae REASONS FOR NOT USING PHU SERVICES 


A little more than half ,56.0%) of the respondents from 
the PHU headquarter villages who and/or their family members 
had never utilized the services available at PHU indicated 
that they or their family members had never visited the PHU 
because relatively better facilities are available elsewhere. 
Another one-sixths (16.0%) reported that the health personnel 
at these facilities demand money for the services provided by 
them. Availability of better facilities elsewhere as the 
reason was also given by about half the respondents from SC 
headquarter and remote villages. Another important reason 
given by the respondents from remote villages was inaccessibility. 
(Table 5.9). 


TABLE Seo 


Reasons for not using PHU villages as incicated by people 


— 


ie een ES + ES Se a AS NS Re 


PHU St Remote 


3 . : Total 

No. of HHS not usiny Villages Villages Villages 
PHC services 25 39 AO 104 
Nu. CY N = N % 

Reasons for not using 

PHU services 

Staff are irregular ~ 2 Sei x 209 3 a 
Too far/no transport 9 aes «5410 7 eee «406 
Better treatment 14° “5620-22 51.5 13°23250—- 47° 45.2 

elsewhere 
They demand money A 16.0 6 15.4 ~ - 10 3.6 
Others 4 £630 a gS 4 43 SAD 


5-10 USE AND COMMUNITY SATISFACTION FROM PHC SERVICES 


The general satisfaction of the respondents with the 
services received at the PHC was reported to be very high 
(96.4%). The degree of satisfaction was more or less same in 
all the villages and no significant differences were found 


according to the type of village (Table 5.10). 


TABLE 5.10 


Use and community satisfaction of PHC services 


i Ee. eee — oe lltsSt—S—S 
Type of Village No. using PHC No. satisfied 


services With services 


oe + ee 


PHC Headquarters 48 46 95.6 
PHC Villages AT 45 S5.7 
PHU Villages 54 52 96.3 
SC Villaces 52 51 98.1 
Remote Villages 49 477 9559 

TOTAL =e 250 eee 96.4 


5.11 REASONS FOR DISSATISFACTION FROM PHC SERVICES 


Out of 9 respondents who reported dissatisfaction from 
PHC service, 6 stated tne reason for dissatisfaction as non= 
Gispensation of good drugs, 2 indicated impersonal behaviour 
of the PHC staff as the reason and the remaining respondents 


mentioned that the staff at PHC demand money for the services 


provided. (Table 5.11). 
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TABLE 5.11 

Reasons for disSatisfection from PHC services 
No. of persons dissatisfied rocal 2 9 
a 
Reasons for dissatisfaction dissatisfied Percentage 
They do not give good drugs ) 66.7 
They demand money 1 the OPH e 
Not hospitable z Peat 
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5.12 USE AND COMMUNITY SATISFACTION WITH THE SUB=CENTRE SERVICES 


Out of 67 respondents who and/or their family members had 
ever used SC services, 63 (94.0%) indicated that they were on 
the whole satisfied with the services provided at these facili- 
ties. However, as compared to the villages where the sub-e-centres 
are located the degree of satisfaction was much less in the 
remote villages. It is because the expectations of those who 
go to sub-centres from distant villages are relatively high. 
(Fable 5.12). 


TABLE: Saas 


Use and community satisfaction with sul+centre 


services 
ee eee 
a ; No. of HHS using No. eepant ace 
pe Ok NS SC services satisfied ie hala 
sc Villages 61 60 98.4 
Remote Villages 6 3 50.0 
TOTAL 67 63 94.0 
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5.13 REASONS FOR DISSATISFACTION FROM SUB-CENTRE SERVICES 


The lone respondent from sub-centre village who reported 
dissatisfaction indicated that the sub-centre staff demand 
money for the services. The 3 respondents from remote villages 
who were dissatisfied with the sub-centre services pointed out 
that the quality of services provided by the nurse at the sub-= 


centre is very poor. (Table 5.13). 


TABLE 5.13 


Reasons for dissatisfaction from sub-=-centres 


ee 


SC Villages Remote Villages 


ee me 


ee 


‘ 3 
Reasons for dissatisfaction N % N % 
They demend noncy Zt 100.0 ~ ee 
Poor quality of services ~- 3 100.0 
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5.14 USE AND COMMUNITY SATISFACTION FROM 
PRIMARY HEALTH UNIT SERVICES 


The degree of satisfaction from PHU services reported by 
the respondents was very high (94.4%). In this connection no 
Significant differences were observed in the responses £rom the 


PHU, SC, and remote villages. (Table 5.14). 


= &: Joe 
TABLE 5.14 


Use and community satisfaction with PHU  scrvices 


ee — 
: —_— se —— ee ee — TN me eee 


ane ee 


: No. using PHU No 
T of Village g : % 
ype ae sources Sacisfied 72 
PHU Villages Bet’ wie) 933 
SC Villages 61 58 95.1 
Remote Villages 60 oo) 95,0 
TOTAL 196 185 94.4 


5.15 REASONS FOR DISSATISFACTION WITH PHU SERVICES 


The main reesons given by those who reported dissatisfac- 
tion with the PHU services are: the staff at PHU do not take 
proper care; the staff demand money for the services provided. 


(Table 5.15). 


TABLE 5.15 


Reasons for dissatisfaction with PHU services 


2 


| A 8 oe 


PHU Villages sC Villages eseibates 


Villages 
Reasons for cea an oe nee ee a 
dissatisfaction 5 3 3 
N %o N %o N % 
Proper care not taken 2 40.0 2 66.7 = - 
They demand money 40.0 1 a3 6a 3 100.0 


Other reasons ‘ 20 «0 o = - 


—— = - a 
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5-16 CONTACTS WITH GOVERNMENT HEALTH FUNCTIONARIES 


The government health workers are Supposed to visit each 
home in their jurisdiction at least once in a month to provide 
essential primary health care services. A knowledge of the 
distribution of Community Contacts for various purposes is 
important to determine the type of services actually reaching 
the community. A question was therefore asked from all the 
respondents whether any professional services had been reccived 
and whether the health workers provided the specified profess= 
ional help during the preceding two weeks. It can be seen 
£ rom table 5.16 that help regarding malaria could reach fewer 
than one-thirds (31.5%) of the households. The other help 
Which was received by about one=sixths (14.7%) of the total 
number of households in the sample was with regard to sanitae 
tion. This W2s j.owever mainly confined to the PHC he adgquarter 
village and the village and the villages within 5 kilometres 
from the PHC. The proportion of respondents having received 
other services such as vaccination, maternal and child health 
care, family planning etc. was almost negligible. Further, no 

reportedly 
health worker/asked the household members about the occurance 


of births and deaths in the family. (Table 5.16). 
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In DIVIDUSD HtatiH PROBLEMS 2.) ACTIONS 


: Tununigzatioa Status 

2. Disadling Conditions 

3. Iliuess Hpisodes in the households 
4, Type of Illness Episodes 
9 


. Distribution of Jllness Episodes 
according to age 


6. Sex Distritutioa of Illness Episodes 


7. MOrbidity Incidence and Prevalence 
rates 


8. ProtesSjional Consultation 


9. Proressional Consultatioa by number 
of symptoms 


10. Professional Consultation by duration 
of illness 


11. Type of practitiouer consulted 


12. Type of practitioner consulted by 
duration of illness 


13. JYocatiou of practitiouers consulted - 
14. Reason: for selectiag practitioner 
15. Number of visits to practitioner 
16, Patients! escort to practitioner 
17. Proxy visits to practitiomer 

18, Home visits by practitioner 

19. Distance travelled by patients 

20. Mode of travel to practitioner 

21. Travel time to practitioner 

22. Consultation content 

243. Medical costs incurred by patients 
24. Mode of payment 


25. Time lost trom normal activities due 
to iiiness 
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CHAPTER VI 
INDIVIDUAL HEALTH PROBLEMS AND ACTIONS 


6.1 IMMUNIZATION € “ATUS 


An attempt was made to ascertain the level of protection 
through vaccination of each household member. The Gata shows 
that 92.9 percent of the population in our sample reported to 
have had small pox vaccination. Another 2.2 percent were 
uncertain and 4.8 percent never had the protection against 
small pox. An overwhelming majority (72.1%) of the population 
was reported to be immunized against small pox four or more 
years prior to the date of investigation. The respondents were 
also asked if they or their family members had ever been immu- 
nized against tuberculosis. Almost all (97.1%) the respondents 
answered in the negative. As regards immunization against 
Gisedses otner than small pox and tuberculosis, a little more 
than hali (56.5%) of the. respondents reported that they and/or 
their family member; never had any othe- immunization and another 
twoexfifths (40.4 percent) could not give a specific answer. 


(Table 6.1). 


TABLE 6.1 


IMMUNIZATION OF STATUS OF POPULATION 


a nr eee 
me rc tn rE ne ee ee ee 


Year of Smali Pox BCG Others 
Immuniz ation SS ee eee 

N % N % N % 
Less than 1 year 16 0.7 2 O.1 1 0.04 

1 year 52 eA - = = - 
2 years 50 Sek Z Ose 1 0.04 

3 years 62 226 2 ee = ~ 

4 years and more LTZe Teel 5 Ose = - 
Uncertain when 316 | Se 26 Rj ss 1.40 
Uncertain if they had Bie eee 8 Ose 33 1.63 
Never 114 4.0 2318 97.18 1389 56.52 
NA 4 3 eA 24 1.0. 964 40.38 


ee ee ee en a ee 


Total 2387 Sae20 2387 lOO wae 100.0 
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6.2 DISABLING CONDITIONS 


Since there is a need for special services for chronically 
disabled persons, questions were asked in our survey about the 
presence of any disabling conditions among thé household members, 
such as vision, hearing or speech impaimment; hand or leg limi- 
tations; impairment of spine; epilepsy; mental illnesses etc. 
The analysis reveais that 4.4 percent of the population is 
suffering from one or the other above mentioned disabilities. 

The moSt common disability reported was poor vision méinly 
among those above the age of 50 years. However, only 13 cases 
of limitation of the extremities; and 4 cases *f epilepsy or 


mental retardation were reported. (Table 6.2). 


*Si0o OTIAASe D/eEWdSps0 - 


— ———_—— OLE LI EOL ALLL LT | | CE, er rr ee 
RE ET LS TT — 


90T 25 0S te Ye oly game's Naa. 8 S sf S T 4 E . T Te FOL 

c ; eer 4 y. T t - a “a ag s - us he 7 xSISYURIO 
T a" - = = i 7 - we oe - oe = ni oa Ksoadat 
¢ , Ps Seamer 2 tae iia Tw, or age a eC a ee . 2 sT3Tatuyzsy 
T ; aed - = T - - - ~ - = - - - = = uoTA_epAeAoU Te qUeW 
€ ieee So 9 sage te sg oa Re Tet con haat - oe ‘5 - Asdattdg/sita 
T | ie Tan T - - - = = “ ~ v - - - i - z=so0ued 
8 mS en 2 si c C 3 = a 2) ki = - ” " eWuAS ¥ 
S ghee oe Z = T Z 2 ” - vs = - = “7 - ayor7s/stsAjteireg 
L 9 re ae a a: tg emt he ai A ” si sGatT petcdtao 
<i T = _ “ ~ ~ "6 - om “- i T sad - - suay/sSel SUTSSTIW 
b ae < T T = rt co es = = = = ie - PuTzesy AOC” 
v tie > T = 65 i 4 if = “ aii = T % T puT Ts 

HhutTre ey xr00d 

Ll a L Z - oni T = om T - = = = ~ = + UOTSTA 1OOd 
SS mae Vt CT ct T = - rd ~ = “= - = - UOTSTA 100d 


a Ww ss WW i Hh dW te WN Sr es de Pe See 


Se er 


ej0 
[e30L TeqOL1 s2h+g9 sak p9-05 Sad 697SE sak pe-sgz sah pe-ST sak pes weuysweet Katttaestp FO edaAL 


a Ee ee th 


EE RS er EC OE eS 


a re Ss ee ee ~ 


a 


A wae Eee wrens Grr Ce 0 er 


yas GNyY sanoews adw ANv KLITIAVSIG dO AdAL AM SNOSHdd TIL/aqatavsid ATIVOINOWHO 


@°9 ata 


Pe | 


WP. 


‘ 
, AE Reswees? sing 
CPP id late vie 


6.3 ILLNESS EPISODES IN THE HOUSEHOLDS 


Information was solicited from the respondents about any 
illnesses in the family during a period of 2 weeks prior to 
the date of investigations, along with the source amd cost of 
treatment, if any. Many studies have found that recall period 
for acute episodes should not be more than 2 weeks end hence 
this period was used in this study. "However, a study using a 
few weeks recall period is hardly sufficient to obtain a com- 
prehensive view of the dynamics of medicsl care seeking in case 
of long duration illnesses. Furthermore, a one time study like 
this can not account for seasonal variations in illness episodes. 
For this a longitudinal study, covering at least a period of 


one year, is needed. 


The number of illness episodes reported by the households 
is shown in table 6.3, which indicates that in approximately 
one=-thirds (36.0%) of the households at least one illness 
episode was reported during the reference period of two weeks. 
The proportion of households reporting illness episodes was 
highest in the PHC headquarter village and lowest in the remote 


villages. (Table 6.3). 
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6.4 TYPE OF ILLNESS EPISODES 


The complaints mentioned by the respondents were recorded 
in verbatim in the local language by the interviewers and later 
translated into English ard coded according to the International 
Classification of Diseases. At the stage of analysis the codes 
were transformed into a condensed list of 30 specific categories 


and then into 12 broad categories indicated in Table 6.4. 


(Table 6.4 on page 84) 


The frequency distribution of episcdes according to 12 broad 
categories is shown in table 6.5 which reveals that the most 
common illnesses found were of infective and parasitic nature 
am accounted for 30.5 percent of the total complaints. The 
next in order of numerical importance were complaints related 
to circulatory and respiratory systems (22.1%), digestive system 
(14.2%) musculo-skeletal and connective tissues (9.5%), skin and 
subcutaneous tissues (8.9%), mental, nervous system am sense 
organs (6.8%). The incidence of other complaints was only mar= 
ginal. A slight variation was observed in the pattem of 
diseases according to the tyre of village. For instance, in the 
PHC headquarter village illnesses related to circulatory and 
respiratory systems had the highest incidence and next in order 
were comvlaints which fall into the broad category of infective 


and parasitic. 
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TABLE 6.4 


30 SELECTED SPECIFIC 
AND 12 BROAD CATEGORIES OF DIAGNOSIS 


me a rn a a a a 


Selected Specific Categories Broad Categories 


1. Diarrhoea 


IT. Infective and 
2. Unrelated Fevers 


parasitic 

3. Other Infectious and Parasitic es 

4A.  WMeaeeitional Deficiencies II. Nutritional and 

5. Anemia Blood 

6. Other Blood 

7. Mental Illness 

8. Unrelated Headache III. Mental, Nervous 

9. Inflammatory Eye System, Sense 
10, Other Eye Organs 
11. Inflammatory Ear 
12. Other Nervous System and 

sense Organs 

13. Common Cold 
14. Unrelated Cough 

15. Pulmonary (Lower Respiratory) Iv. Circulatory and 
16. Other Specific Respiratory Respiratory System 
Li. meeeetic Circulatory ) 
18. Combined Unrelated Circulatory= 

Respiratory 

19. Oral (Mouth, Teeth, Gums) V. Digestive System 
20. Abdominal, G.I., Other Digestive 
21. Female VI. Genitourinary System 
22. Other Genitourinary 
23. Boils, Skin Infection VII. Skin, Subcutaneous 
24, Other Skin T1SSues 
25. Unrelated Bodyache, VIII. Musculo-Skeletal and 


Musculo-Skeletal Connective Tissues 


6 62 8-4. 65 


TABLE 6.4 
(Continued ) 


_— 


a A i 


A A a nd 


Selected Specific Categories Broad Categories 
Eee ee eran 
26. Superficial Injury, Contusions Ix. Accidents, Poisoning, 
m7. Other Injury Violence 
28. Normal Care: Maternity, XxX. Normal Care 


Well Child, Family Planning 


a 


a 


29. Unrelated I111-Definec Conditions, “x1. Tll-Defined, Others 


Other 
30. Unknown, Not Ascertained - XTI. Not Ascertained 
Source : The Johns Hopkins University: "The Funactional Analysis 
of Health Needs and Services" - Asia Publishing House, 


New York, 1976, pp.84. 
6.5 DISTRIBUTION OF ILLNESS EPISODES ACCORDING TO AGE 


The age distribution of persons for wh om illness episodes 
had peen reported is given in table 6.6. A little more than 
one-fifths (21.5%) of the episodes were reported for the persons 
below the age of 5 years, wno constitute about one=eights (13.0%) 
of the total population. Similarly the persons above the age of 
5O who comprise one-sixths (16.7%) of the total pooulation reported 
about one-fourths (25.2%) of tne totel illness episodes. The remain 
ing 53.0 percent of the affected persons were in the age group 5-49 
whose percentage in the total population works out to be 70.3. 
Thus, the proportion of illness episodes renorted for younger chil~ 
dren ard older persons was much higher than their numericel strength 


in the total population. (Table 6.6). 
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6.6 SEX DISTRIBUTION OF ILLNESS EPISODES 


The sex distribution of affected persons is shown in 
table 6.7 which indicates that the incidence of morbidity among 
females is higher than the meles. There are considerable 
variations in the number of episodes reported for males and 
females according to the type of village. For instance, in the 
remote villages the number of illness episodes reported by the 


females was twice than those of males. 
6.7 MORBIDITY INCIDENCE AND PREVALENCE RATES 


The incidence and prevalence rates shown in table 6.8 have 


been calculated as under: 


(a) Incidence Rate = Number of new spells 
of illness 
5 x 100 
Population at risk 


(b) Period prevalence Number of persons who 
rate are sick sometime 
during the reference 


pees __ Period pas cakennis- aaa anna x 7 OO 
Average number of 
persons exposed to 
risk during that 
pe riod 


I 


It could ke seen that the incidence and period prevalence 
rates work out to be 4.6 and 7.9 respectively. The females 
have higher incidence rate 5.4 as against 3.3 for the males. 
Althouch the prevalence rate for females is also higher 8.8 


as compared to 7.1 for males, the difference is only marginal. 
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This indicates that males suffer more from long duration of ill- 
nesses than the females. The age distribution of incidence and 
prevalence rates show that both these rates are Significantly 


higher for younger children and those of older age groups. 


On the assumption that there is not much variation in these 
rates during different peariogs of the year, average number of 
Episodes per year have been worked out both for males and females 
and for different age groups. On an average a persons will have 
1.4 illness episodes in a year. This information has been further 
used to project number of episodes in a year for a PHC area 


convening 100,000 population. (Table 6.8). 


6.8 PROFESSIONAL CONSULTATION 


The proportion of illness cases in which professional helo 
Was sought is Shown in table 6.9. It could be seen from this 
table that in less than two-thirds '6.4%) of the episodes some 
medical practitioner was consulted. Further, thie gremertion of 
Episodes with consultation was highest in the PHC headquarter 
village and iowest in the village which is within five kilometres 
from the PHC headquarter. However, no clear relationship is 
established between the type of village and the rate cf consul- 


tation. (Table 6.9). 
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In all those cases where there was an illness episodes and 


No professional help was Soug"*t, 
State reasons for not Consulting the practitioner. The main 
reasons reported in order of their numerical importance are: 
self medication (31.2%), beljer that the disease will Cure by 
itself (19.5%), no money to go to doctor (13.2%), busy in work 
Pak. 7), prejudice against doctors (7.8%), none available tec 


accompany the patient to doctor fo..) etc. 


6.8 PROFESSIONAL CONSULTATION BY NUMBER OF SYMPTOMS 


The proportion of episodes for which oa practitioner was 
consulted has been cross—tabulatec according to the number of 
symptoms and is given in table 6.10. As could be seen from the 
table, there is a direct relationship between number of symptoms 
and professional consultation i.e. higher the number of Symptoms 
greater the likelihood that a professional help would be soucht. 


(Table 6.10). 
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6.10 PROFESSIONAL CONSULTATION By DURATION OF ILLNESS 


Whether a practitioner 4as consulted for the illness has 
been cross-tabulate3 by the duration of Episode and is shown 


jn table 6.11. The table Shows that approximately three-fifths 


(57.0%) of the episodes are less than 2 weeks duration, while 
the remaining 42.1 percent of the illnesses are of more than 
two weeks duration and started before the reference periton. 
Further, about one-fifths (20.6%) of the cases were less than 

6 days duration, am a little more than one-thirds (37.4%) were 
of 6 to 14 days duration. The data does not show any Signi- 
ficant relationship between extent of Consultation and duration 


Seestitess. (Table 611). 


6.11 TYPE OF PRACTITIONER CONSULTED 


With regard to the type of practitioner consuleeen the 
data included in table 6.11 shows that out of the patients who 
Sought professional help for their illness 30.9 percent con-= 
Sulted the doctor at the PHC. One-~-fourths (25%) sought the 
help of a doctor at PHU and about oné=thirds (35.0%) consulted 
private practitioners. For the remaining 8.9 percent of the 
illness episodes, the treatment was obtained from the auxilliary 


nurse midwives at the sub-centres (Table 6.12). 
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6.12 TYPE OF PRACTITIONER CONSULTED BY DURATION OF ILLNESS 


An attempt has been made to find out the relat onship, 
if any, between the type of practitioner and duratior of ill- 
ness... There is some indication from the data shown .n table 6.13 
that in relatively higher proportion of long duratic:. of ill- 
nesses, PHC doctor was consulted, but no clear trend is dis=* 


cernible. (Table 6.13). 


6.13 LOCATION OF PRACTITIONERS CONSULTED 


An overwhelming majority (75.6%) of the patients consul= 
ted the practitioners who were located at the PHC and PHU head= 
quarter villages; in another one-sixths (15.5%) of the cases 
the medical practitioners consulted were located in distant 
towns and Bangalore. While most ae the patients residing in 
PHC or PHU villages consulted prectitioners who were located in 
those villages, more than one~thirds (35.3%) of the patients 
from remote villages went to distant towns for medical treat- 
ment and an equal dportion (35.3%) consulted practioners 
practising at SC villages. The remaining 29.4 of the patients 


from remote villages went to practitioners lo ated at PHC 
and/or PHU headquarter viilages. As regards patients £ rom 

3C villages, an overwhelming majority (58.4%) sought treatment 
from the practitioners located at PHC or PHU villages; ard 


one-fifths (20.8%) of these patients also tra 2lled to distant 


towns and/or Bangalore for secking treatment. ‘Table 6.14). 
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6.14 REASONS FOR SELECTING PRACTITIONER 


The reasons given by the respondents for Chosing a parti-- 
Cular practitioner are Shown in table 6.15. The most Common 
~€ason enunciated was patients' or family Confidence (39.0%), 
The next in order of importance were: general popularity and 
reputation (30.1%); physical mCessibility (g2eeees and cost 
(8.9%). There are some variations in these responses according 
to the type of Practitioner. For instsence Cost=factor as a 
reason for selecting a practitioner was mentioned Oniy .for 
government providers of health Sate. Furthespewerercent of the 
patients chose the doctor at PHU because of coniidence, more than 
two-fifths (44.7%) consulted the doctors at PHC because of 
general popularity and reputation, which may be second hand 
information. [It thus seems that patients had more closer con= 
tacts with doctors at PHC aS compared with PHU doctor. No res. 
pondent mentioned cost aS a © season for selec’ “ag a private 
Practitioners; while for the other three reasons responses were 


almost equally divided. 


6.15 NUMBER oF VISITS TO PRACTITIONER 


On an average a petient made 2.1 visits co tas practi- 


tioner during the reference period of two weeks. Purther, the 


average number of visits nede Was tre highest for the paiie; 
living in remote Villages and lowest for those from sc «+ LLen~meags 
4A little more than one=thirds (35.8%) of the Petients visited 


the practitioner only once during the reference rerind ano 


31.7 percent and 13.7 percent Of the pstiens made 2 and 
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visits respectively. The percentage of those who visited the 


practiticners for 4 or more times works out :o be 13. Interes-- 
iGly a large number of patients who made 3 or more visits to 
the practitioners were from remote villages which lack any 


government health care facilities. (Table Ca). 


6.16 PATIENTS ESCORT TO PRACTITIONER 


The number of persons accompanying the patient to the 
prectitioner is given in table 6.17. As is evident from this 
table in about one=fourths (26.0%) of the cases, the patients 
visited the practitioner alGne, in approximately two-thirds 
(65.0%) of the cases they were escorted by one person, and for 
the remaining 9 percent of the patients two or more yersons 
accompanied them. Further break up of this data according to 
the type of villege of the patient reveals that while all the 
patients from the village wi’ 1in the effecti-«s range of PHC 
were accompanied by at least one person, more than two-fifths 
(42.4%) of the patients from the PHC headquarter villace went. 
to the medical practitioner on their own. Furtner, the propome 
tion of patients from PHU village who were escorted to the 


practitioner was slightly more tnan the overoii Bette. a, 
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6.17 PROXY VISITS TO PRACTITIONER 


AS Could be seen from xable 6.18, only in 2 out of 1 


as J, 


3 
Consultations prox, visits were made to the practitioner. Thus 
che persons affected themselves visit the practitioners and the 
practice of some-one else going to the practitioner and bring- 


ing the medicines after explaining the symptoms is not very 


common in this area. 


6.18 HOME VISITS By PRACTITIONER 


Only in 4 out of 123 consultations, the medical pi acti- 
tioners visited the home of the patients. All these hone 
visits were made by the government doctors working at PHC 


amd PHU. (Table 6.19). 


6.19 DISTANCE TRAVELLED BY PATIENTS FOR CONS ULTATION 


The average distance travelled by the patients for con- 
sulting a medical practitioner works out to be 4.1 kilometres. 
The patients from remote and SC village ‘travelled on an average 
a little more than 7 kilometres to reach the practitioner, 
while those from PHU villages travelled an average of 1.5 kilo« 
metres only. It is because PHU villages are comparatively 
bigger villages and besides a government PHU, mény private 
medical practitioners ere practising in those Vaineeges. A Fiz 
Lner break up of the Cistanc2s txrsvelied indicates that ir, 


more than half (52.8%) of tne cases the practitioners consulted 
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were located in the villages where the patients reside, while 
in one-f.iths (20.3%) of the cases the dista..ce travelled was 
between 1-4 kilometres. A little more than one-fourths (26.8%) 
of the patients had to travel a distance of 5 or more kilometres 


to consult the practitioners. (Table 6.Zz0). 


6.20 DISTANCE TRAVELLED BY TYPE OF PRACTITIONER CONSULTED 


The distance travelled by the patients has further been 
analysed by type of practitiorer consulted and is shown in 
table 6.21. It may be interesting to note from this table that 
patients travelled much longer distances to consult a private 
practitioner than the government providers of health car. For 
instance while the average distance travelled for consulting a 
doctor at PHC or PHU works out to be 1.7 and 1.4 kilometres, the 
nakierts on an average travelled 9.1 kilometres to seek medical 


treatmen*~ from a private practitioner. 


6.21 MODE OF TRAVEL TO PRACTITIONER 


The mode of travel is usually related to distance. The 
analysis contained in the previous paragraphs has revealed that 
65 percent of the patients travelled only upto 2 kisone rics ww 
consult a practitioner. The data shown in table 6.22 which 
reveals that 63.4 percent walked to the practitioner, is in 
conformity with the earlier information. Another one=thirds of 
the patients travelled by bus. In the study area, very little 


uce seems to have been made of bicycle or cart. 
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6.22 TRAVEL TIME TO PRACTITIONERS 


The average time spent by the patients for one way travel 
to the practitioner works out to be 22.8 minutes. 1h2 average 
time spent was highest (48.7 minutes) for the patiencs from 
the village which is less than 5 kilometres from PHC headquarters 
and lowest (11.9 minutes) for those residing in the °HU head- 
quarter village. The patients from remote and PHC t 2adquarter 
villages on an average spent 31.3 and 18.9 minutes on travel 
respectively. Further, for approximately three-fourths (75.6%) 
of the patients, it took less than 30 minutes to reach the 


practitioner's Clinic. (Table i6.227.. 


6.23 CONSULTATION CONTENT 


In order to gain an integrated understanding of health 
care provided by the medical practitioners, a number of ques= 
tions relating to consultation content were asked from the 
respondents. Table 6.24 gives information about the action 
taken by the practitioner. As could be seen from this table, 
in about three-fourths (74.8%) of the cases p :ient gave Spon- 
taneous history of the illness episodes, in € .4 percent of 
the cases the practitioners asked questions from the patients; 
and examination was conducted for 82.1 percent of the patients. 
The consultation content has further been analysed in relation 
to the type of practitioner and it has been f-rund that the 
doctor at PHC asked questions and conducted riuysical examina- 
tions in relatively larger number of cases as compared to 


other types of practitioners. (Table 6.24). 
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6.24 TYPE OF EXAMINATION BY PRACTITIONERS 


So far as type of examination is Concerned, in a Jdittie 
more then half (52.0%) of the patients, the practitioner felt 
the pulse of the patient and in another one=fourths (26.0%) 
of the cases physical examination was conducted. The number 
of cases in which blood pressure and/or temperature was taken 
was reported to be negligible. A cross tabulation of the type 
of examination with type of practitioner reveals that doctor 
at PHC conducted physical examination in réelativeiy larger 
Proportion (39.5%) of patients as compared to other type of 
practitioners who conducted physical examination for about 


one-fifths of their patients. (Table 6.25). 


6-25 LABORATORY TESTS 


Of the 123 consultations, only in 17 cases laboratory 
tests were recommended. In 9 cases, blood tests and in 3 
ceces urin® test was ordered. In another 3 cases, both blocd 
and urine tests were ordered. The X-ray was Suggested in one 
case and for one patient the practitioner recommended a 
combination of blood, urine and stool tests. An analvsis of 
laboratory tests ordered by type of practitioner reveals that 
the ANM's at SC's did not order any tests, while no significant 
differences have been observed in the patter of ordering 


laboratory tests by other type of practitioners. (Table 6.26). 
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6.26 TYPE OF MEDICATION DISPENSED 


In an overwhelming majority (94.3%) of the cases the 
practitioners consulted dispensed at least some orug :o the 
patients. In four-fifths (79.7%) of the patients th. practi- 
tioners deministe rea injections. In most cases other drugs 
were also dispensed in addition to injections and the latter 
was rarely the only treatment given. It may ke inte~ssting 
to note that the government providers of medical care adminis- 
tered injections in a higher proportion of patients as compared 


to private medical practitioners. (Table 6521S 


6.27 MEDICATION PRESCRIBED BY PRACTITIONERS 


In addition to dispensing medication to 94.3 percent of 
the patients from their clinics as indicated in paragraph 6.2€, 
approximately half (45.9%) of the patients were given pres- 
criptions and were asked to procure medicine from the drug 
Stores. In most of the cases the drugs prescribed were tablets 
or capsules. Our analysis further Shows that the proportion of 
cases in which the patients were asked to procr~e drugs from 
outside sources is significantly higher for gc ernment providers 
of medical care aS compared to the private medical practitioners. 


(Table 6.28). 
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6.28 PATTERN OF ADVICE GIVEN BY PRACTITIONERS 


In more than half (52.0%) of the patients no dietary or 
other advice was given to the patients. The remainiriy patients 
were mostly advised about diet restrictions or Supplements. As 
regards pattern of advice by different type of practitioners, 


no significant differences are discemible. (Table 6.29) 


6.29 PLACE OF PURCHASE OF PRESCRIBED MEDICINES 


In 5 out of 54 cases the patients did not purchase the 
medicines prescribed by the medical practitioners consulted 
by them. In most other cases the medicines were either pur- 


Chased in the villages of residence or nearly town. (Table 6.30). 
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6.30 PRACTITIONER CONSULTATION FEES 


The fees paid to the practitione~s during reference 
pStiod of 2 weeks are shown in table 6-31, which indicates 
that on an average a patient who sought consultation from a 
practitioner paid Rs.13.92. Those who consulted the private 
medical practitioners on an average paid R&s.27.81. It may be 
interesting to note that the respondents also reported to 
have paid fees to the government providers wees services are 
Supposed to be free. Since private practice for government 
doctors is permitted in the state of Karnataka, it is possible 
that many patients consulted the doctors at PHC or PHU as 
private patients. our Survey findings also indicate that the 
petients who visited sub-centres on an average paid ks.5.90 
to the ANMS. Our analysis further shows that 38.2 percent of 
the yatients did not pay any fee to the practitioners. Out 
of the patients who sought consultation at the government 
health facilities, approximately one€=helf did not pay any 
consultation fee . In another about two-fifths (39.0%) of the 
consultations fees involved was less than rupees ten. The 
remaining one=-sixths of the patients paid fees of more than 
rupees ten. In many cases the fees charged by the practitioners, 
particularly private medical practitioners, included the cost 


of drugs dispensed. It is however, imprectical to Separate 
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6.31 COST OF PRESCRIBED DRUGS 


On an average during a two-week “€riod an expenditure 


or ks./.2'/ Was incurred on drugs prescribed by the practitioners, 


I* is interesting to note that expenditure incurred on drugs 
prescribed by private medical practitioners was Slightly higher 
than those prescribed by the doctors at PHC or PHU. Further 

in 70.7 percent of the cases no drugs were purchased from out- 
Side ard interestingly a Significantly highee proportion of 
patients who consulted the government providers of medical 

care did not purchase medicines, as compared to those who were 
attended by private medical ete oners. An overwhelming 
majority of those who purchased drugs from outside spent l]2ss 


than rupees twenty. (Table 6.32). 


6.32 COST OF TRAVEL 


An amount of ks.2.81 was spent on an average as cost of 
travel to the practitioners during a reference period of two 
weeks. The amount incurred on travel was significantly higher 
(?s.4.71) for patients who consulted private medical practitioners 
as Compared to those who visited PHCsS or PHUS (R%8.2.12). Further, 
app~oximately two-thirds (64.2%) of the patients did not 


incur any expenditure on travel. (Table 6.33). 
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6.33 COST OF TRAVEL FOR PATIENT ESCORT 


The average cost of travel for escorting the patient 
to the practitioner works out to be Rs.2.23. Here again, 
the average cost is significantly higher for.these cases 
who sought consultation with the private medical practi= 
tioners as compared to those who visited government pro= 


viders of medical care. (Table 6.34). 
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6.34 OTHER INCIDENTAL EXPENSES 


The cost of special nutrients and added home care is 

Shown in table 6.35. The average expenditure on these items 
works out to be Rs.12.26. Here again the average cost works 
out to be significantly higher for those who visited private 
medical practitioners as Compared’ to those who sought treat- 
ment at government facilities. The coneiusion which could be 
Aarawn from this data is that private medical practitivcners 
recommend supplementary diet as compared to the docto:is avai- 


lable at government health facilities. (Table 6.35). 


Bae TOTAL COSTS 


When we add all the costs the total average expenditure 
for a two week period works out to be 8.38.47. There are con 
siderable differentials in the cost incurred according to 
sources of medical care. The average total expenditure for 
those who consulted private medical practitioners works out 
to be k.62.79, as against Rs.29.61 amd 28.24.01 for those who 
consulted doctors at PHC and PHU respectively. ‘or those who 
visited sub-centres and sought treatment for Bits the average 


total cost adds to ks.12.30 for a two week period . 


Pee &. 


ES ES a 


SUsqT [PUOT IT Ppe 
90° CT re Bf SY" z LT°6 of Bas 9 JO ySsOD UPSW 


O° OOT CcT O° OOT 9 OT OOT TT O*OOT te O* OOT Be TE AOL 


EE EE EE SE Se SE 


G°9 8 €°6 v i - L°6 € 9°2 T ya 
9°OT eT €° OT L = - L°6 € 6° L € +SZ 
Sian. ST SCOT 6. Fk T°6 T SET v 6° L € ve-ST 
Pay ST 6° O72 6 aes 7% 6ST v E°s Z vIe9 
0° ST 61 9° ST 8 Z*St 4 T2oT S ey v s*su > 
Lute ES 9° 8ST 8 ees 8 L°8€ pt 8°S9 GZ SUON 


% N % N % N % N % N 
‘ eae eens eta PE an TP: CEES 9S AE VUES SP ee oe ee ca ee eRe ae 9 Gates wpa <eeneED Sul on } T 1S) U OT pe | 
So. 48 “Tppy: FO 3S0D 
SZ90U30/WNY 


ees err errr pre re Fs TI ET gree Oe eres 


0 STS SE ST ST NP —— oe OOOO 


—— 


wee es + eee 


nee — ere eres = a are 


TEQVOL é SI0}ZD0p aReATIAd AHa 3 210300dG OHd 32 103000 


——_ 


I - ~— 


SUANOLLILOWYd JO GdAL AG SWHLI GaHANSWWOOdY TIVNOLLIICY JO LSOO 


Ge°9 WIdvd 


> ; K ue me : ; P ‘ 
ssuming that there are no major variations in the inci- 


dence of morbidity and same Fattern of consultation and expen-— 
diture is followed over 3 period of one year, our calculations 
chow’ “has annual private per Capita expenditure on medical 
Care would be Rs.40.00. Since we know that there are consi- 
derable seasonal variations in the incidence of illness in the 
community and the above assumptions are not very realistic, 
these figures are only Suggestive and show the magnitude of 
expenditure incurred by the communities on medical care. For 
arriving at a reasonably accurate annual costs, a longitudinal 
Study covering at least a period of one youn would be necessary. 


(Table 6.36). 


6.36 MODE OF PAYMENT OF MEDICAT, COSTS 


The mode of payment of medical cost incurred is shown in 
table 6.37 which indicates that in about two-thirds (65.9%) Ge 
the cases the payment was mace in cash. In snother one-fifths 
(20.3%) of the cases deferred payment facilities were availed; 
end in 8.1% of the cases the medical care costs were met by 


borrowing money from relatives or friends. (Table 6.37). 


6.37 TIME LOST FROM NORMAL ACTIVITIES DUE TO ILLNESS 


The information was also collected about number of days 
on which normal activity was not performed due to illness. 
This information was obviously not applicable to pre-school 
Children under the age of 5 and those who normally are not in 
any activity due to old age. The data shows that during the 
reference period of two weeks on an average a sick person lost 
4.9 days of his normal activity. The time lost has further 
been analysed with respect to village of residence of the 


affected person ard some differentials can * aeen Fram #an1K + 40 
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CHAPTER VII 


MZ Z2ERNAL, CHILD HEALTt. AND FAMILY PLANING 


7.1 AGE AT MARRIAGE 


Age at marriage has been considered an important factor 
influencing fertility. The classic example often cited is 
that of Ireland, where maternal fertility is largely uncon= 
trolled and age of marriage is very high, the birth rate is 
much lower than the other developing countries of Asia, Africa 
and Latin America. The argument often = eonsca is that an 
increase in the age of marriage shortens the reproductive span : 
and delays the onset of child bearing which consequently results 
in the reduction of fertility. Marriage, as has been well 
documented in the census reports of the past hundred years, is 
almost universal in India. It is not only a social instituion 
but a religious duty as wel’. Marriages are also performed 
at a very early ac? and even after about a century of social 
reforms, however, child marriages have not Completely dis= ‘ 
appeared from the country. In 1929, the Child Marriage Res= 
traint Act (Sarda Act) was passed in India, wherein the age 
of marriage was raised from 13 to 14 and under the Hinau Loe 
Bill it was again raised to 15 in 1956. The minimum legal 
age at marriage has now been raised to 19 years for girls 
and 21 for boys. While the former Acts were aimed at emanci:: 
pating very young giris from Forced marriages, the recent 


legislation is intended to relieve the country from tremendous 


Per 


population pressures. The effect of legislative measures 

has, however, been minimal and a vast majority of the people 
have been carrying on with their old.customs and traditional 
practices of marrying off their daughters at relati.::ly young 
ages. This has been corroborated from the results of this 
Study. The results of our analysis show that out of 371 
married women in our Sample, 22.4 percent were Peas when 
they were less than 14 years. The percentage of women who 
got married when they were between the ages of 15-17 and 18-20 
works out to be 43.9 and 27.2 respectively. The proportion of 
women whose marriage took place after the age of 20 has been 
found to be negligible. The mean age at marriage of the women 
in our sample works out to be 16.1. Further, as could be seen 
from table 7.1, no significant intra-village differentials 


have been found in the age at marriage. 


7.2 FERTILITY PROFILE OF WOMEN 


The fertility profile of women in our sample is shown 
in table 7.2. The table indicates that on an average a woman 


had 3.6 pregnancies. The mean number of pregnencies for women 


ho 


in the age group 15-20 works out to be 1.0 anc it reaches 6, 
for the women who are between the age of 45-4° and are nearing 
the end of their reproductive period. The crude birth rate 
for the study of population works out to be 33.1. Further the 
number of children born alive and those living was reported 


to be 3.3 and 2.7 respectively. Out of the living children 


o 86.4 ene 
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1.4 are boys and 1.3 are girls. It has been generally found 


that the sex ratio at birth is equal. In our study also it 


was found that equal number of male and female babies had 
been born during a period of one year prior to the date of 
the survey. The inference which could be drawn is that more 
female children have died than the males. This is because of 
the strong preference for a male child in India, which stems 
from a variety of social, economic and religious reasons, and 


which results in the general neglect of female Children. 


Since the study of eceae mortality has considerable 
public health, social and demographic significance, an attempt 
was also made to find out the incidence of foetal mortality 
among our sample women. When used synonymously with aboxtion, 
foetal death refers to the termination of pregnancy befois 
the foecus attains viability outside the womb; usually 28 weeks. 
If the foetus is expelled after 28 weeks but before the end of 
gestation, it is termed "premature birth". Because the term 
tabortion' is vague and has acquired a pejorative meaning in 
popular usage, the World Health Organisation has recommended 
the phrase "Foetal death" to deseribe the outcome of prcegnency 
other than live births. The foetal mortality is defined as 
the combined number of induced ebortions, spontaneous abortions 
and still births per 1900 pregnancies. Recording to this dcfi- 


nition the rate for our study population works out to fre 66.fe 
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7.3 AGE SPECIFIC AND TOTAL FERTILITY RATES 


The age specific fertility rates have been obtained by 
dividing the number of births occurring to the womer ina 
given age group by the total population of women in chat age 
group and are shown in table 7.3. It could be seen that the 
highest fertility rate is for the age group 15-19 ana there- 
after it starts declining. The sum of age specific LeOrveiiiey 


rates is called Total Fertility Rate. 
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Roe Be ta i 
k = length of class interval (commonly 5 or 1) 
S = Constant used to compute Pes 

pag = eeceCcific rates geet to tt 


£2 
ei" aye groups. 


The Total Fertility Rate for our study population works 


out to be 6.66. 


7.4 PLACE OF BIRTH OF LAST CHILD 


It is the common practice in the study area that women 
go to their natal homes for delivery, particularly when it 
is the first child. Each woman who gave birth during a period 
of +» yeer preceding the date of interview was askec about 


the place of delivery of her child. he information thus 


obtained is shown in table 7.4, which indicates that 


—- 2  Sasteer .. 
TABLE eo 


AGE SPECIFIC AND TOTAL FERTILITY RATES 


Age grOus@Mey «No. Of = No. of mae 
women women births 
15-19 36 17 472 
20-24 # 30 ie} 
25-29 80 16 2200 
30=34 64 . 9 Pee 8 
35=39 | 46 5 ~LO09 
40-44 ak oe ue 
45-49 43 ~ ae 

373 7 Loses 5 
TFR = 6.665 


approximately two-fifths (38.2%) of the birtns took place at 
-C coumiae homes and another one=thirds (31.6%) of the women 
reported that they delivered the child at their natal home. 
The proportion of births which took place at tht health centre 


or hospital have been found to be negligible. 
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7.5 ANTENATAL PROBLEMS 


Fach woman who. had delivered during the last one year 
was further asked if she had any problems relating to the 
pregnency. About three-fourths (75.3%) of the women did not 
report any problems while the remaining women indicated that 
they had pain in abdomen, nausea, oedema of feet, bleeding/ 


vagina etc. The details are given in -table 7.5. 


7.6 INTRANATAL PROBLEMS 


So far as problems during delivery are concerned more 
than four-fifths (81.8%) of the deliveries were reported to 
be normal. Only 4 deliveries were reported to be of corpli-=- 
cated nature involving heavy bleeding, malpresentation etc. 


The type of intra=-natal problems can be seen from table 7.6. 


7.7 POST=NATAL PROBLEMS 


Approximately one~fifths (20.8) of the women reported 
problems after delivery. The problems indicated by the res- 
pondents were : general oedema, abdominal pain, anaemia ete 


The details are shown in table 7.7. 


7.8 PROBLEMS OF THE NEW BORN 


Only 6 out of 77 women reported problems of the new born 
such as urinary infection, gastroenteritis, anacinia, fever 


etc. (Table 7.8). 
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7.9 SOURCE OF ANTENATAL CARE 


Each women was asked if she had sought check up and 
medical care during the gestation period. A little more than 
three-fifths (62.3%) of the responses were negative. Out of 
the remaining 29 women, 20 women Sought antenatal care at the 
government health facilities,-while Private medical practi- 

. tioners provided antenatal care to 9 women. It coulda be further 
seen from table 7.9 that women residing in the PHC headquarter 
village or villages within 5 kilometres from PHC went to PHC 

for antenatal care, and the women residing in the sub-centre 
villages, by and large, sought antenatal check up and care 

from ANM at the Sub=centres. Those seeking care from the 
private medical practitioners were mainly from the PHU or remote 
villages. It may be worth mentioning here that Villages where 
PHU's are located are bigger in size ard meny private medical 


practitioners are located there. 


7.10 REASONS FOR PREFERENCE OF SOURCE OF ANTENATAL CARE 


Each woman who reported to have Sought sentenatal care 
was asked to indicate reasons for selecting a pcorticular 
Source of such care. The reasons given by the ~espondents in 
order of their numerical importance are: acquaintance with the 


provider due to frequent prior contacts (14 responses), easy 


~ 


—e a ee ee ee ee ee ee ee ee a as 
accessibility (8 responses), reputation for petter QGuality 


care (6 responses). (Table 7.10). 
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Jell SOURCE OF CARE DURING DELIVERY 


As regards source of care during delivery, it is very 
interesting to note from table 7.11 that one=thirds (33.8%) of 
the deliveries reported to have been conducted by PHC. PHU or 
SC staff i.e. government providers of health care. The tradi- 
tional birth attendants (Dais) conducted a little more than 


one=-fifths (20.8%) of the deliveries. Another important source 


of care during delivery was the family members. 


7.12 REASONS FOR PREFERENCE OF SOURCE OF CARE 
DURING DELIVERY 


The reasons for selecting a particular source of care 
during delivery are indicated in table 7.12. The most important 
reasons reported by the respondents in order of their numerical 
importance are: reputation for skilled cere (23.6%), easy accessi~ 


bility (22.1%), provider's experience (17.%). 


7.13. SOURCE OF POST=NATAL CARE 


An overwhelming majority (70.1%) of the women who had 
given birth during one year prior to the date of investigation 
reported that they did not receive any professi:nal help during 
the post-natal period. Most of the other women who indicated 
that they were given post-natal care pointed our that main 
sources of this care were the govemment health workers from 


ef 


the PHC, PHU and sc. (Table 7.13). 
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7.14 REASONS FOR PREFERENCE OF SOURCES OF POST=NATAL CARE 


Out of 10 women who reported to have received post-natal 
care, 6 selected the particular Source because of reputation 
for skilled care and another 3 becsuse of Casy access_bility. 


feeble 7.14). 


7.15 COST OF PREGNANCY 


The information about the total Cost of pregnancy, which 
includes antenatal, natal and postnatal care, could be obtained 
Only in 34 out of 77 cases. Ags could be seen from table 7.15 
the total expenditure incurred in 44.1 percent of the cases 
exceeded R&s.500. In another about one=-fourths (23.5%) of the 
cases it ranged between Rs.200-299. The mean total expenditure 
WOrks out to be Rks.446.90. There are Significant differentials 
in the amount Spent according to the type of village in as much 
as the average for those residing in PHC villages is Rs.750.00 


aS against &%&.210.00 for those living in remote villages. 
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7.16 FAMILY PLANNING METHODS USED 


In view of mounting concern over population and a great 
importance Contraception in influencing the outcome of fertility 


behaviour, all the married women in the reproductive age groups 


were asked if they had ever wsed any family planning methods. 
Further, since resistance to family planning is an important 
fee Gacsrd, the appraisal of family planning attitudes and 
behaviour is very useful’ for detemining the need for this very 
important service. The data shown in table 7.16 indicates that 
more than three-fourths (76.0%) of the women had never used 

any family planning methods. Another 17.5 percent have had 
tubectomy. The reported use of other methods of family planning 


has been found to be marginal. 


The respondents were also asked the reasons for not using 
family planning methods. The main reasons indicated by them 
were : husband/elders hostility, apprehensions about the side 


effects of various methods, and desire for more children. 
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CHAPTER WiLL. 


—w ia 


MORTALITY 


8.1 MORTALITY BY AGE AND SEX 


The. stua@yvy.of Mortality is admportant becouse see. a Useru 
indicator of the health stetus of the population. Further, due 
to stable fertility levels and rapid mortality decline in the 
developing countries, population growth rates have been very 
high. A wide variety of rates and ratios have been developed 
to describe mortality in quantitative terms. However crude 
death rate is the most widely available measure of mortality. 
It is defined as the number of deaths per 1000 estimated mid 
year population. The crude death rate for our study population 


works out to be 2.0. 


In addition to mortality level, it is also important to 
know mortality structure. In this connection sex differentials 
are of great interest since sex is one of the most fundamental 
biological and social Gistinctions. The sex differentials in 
mortality affect the sex-ratio of the population at a parti-~- 


Length of widowhood 


a) 


cular age, the chances of marriages, th 
and many other social snd demographic variables. In most coun= 


tries of the world, the fomale mortality rates wre lower than 


those of males. However, India, Pakistan and Sri Lanka appear 
to be an exception to this predominantly universal pattern. 


For out sample the Crude death rate for the females is Nis Eee 


e ootnst 8.2 for males. This is an indication of the 


special health problems faced by the females. 


The incidence of death also varies greatly with age. 
Since So cabinet in mortality affect different age groups 
to a different extent, an analysis of age distribution of 
deaths 1s important to find out the effect of social and @€cono- 
mic factors on mortality. The data given in table 8.1 reveals 
that less than two-fifths (39.1%) of the deceased persons we re 
ir ren GO years Gid= and more than two-fifths (43.5%) of€ 
the deaths occurred to the infants less than one year old. The 


infant mortality rate works ont to bee 2. 


8.2 CAUSES OF DEATHS 


The cause of deaths reyorted by the respondents is Shown 
in table 8.2. The Symptoms mentioned by the respondents were 
recorded verbatim by the interviewer and Subsequently coded 
according to International classificameee of Disease. These 
codés were then condensed into 30 Categories ard then into the 
Short list of 12 Broad Categories as indicated in table 5.4, 
The major causes of deaths in order of their numerical impor- 
tance are: diseases of pulmonary, nervous systems/sense organs; 
and old age. A further break up of these causes according to 


i A + Set Ayes 
etc aa 2 infant deaths were due to < crnicesa 
age reveals that most of the infant deaths wer u ic 


Bee 1 64. sae 


8.3 DURATION OF ILLNESS OF DECEASED PERSONS 


It could be seen from table 8.3 that 30.4 percent of the 
deceased persons had illness for less than one day, and another 
21.7 percent were ill for more than 15 days before their death. 
The Guration of illness in case of 21.7 percent ranged between 
1 and 15 days. Out of 23 deadonly 12 (52.2%) had sought medical 
treatment. In 34.8 percent of the cases, it was reported that 
deaths occurred all of a sudden and there was not tine to call 
or take the patient to a medical practitioner. In the temeining 
13.0 percent of the cases, the medical treatment was not sought 


due to ignorance thinking that the patient will cure by itself. 
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CHAPTER Ix 


SUMMARY AND CONCLUSIONS 
The governmental health care facilities available to 
Indian villages thus far are mainly throuch the primary 
health centres (PHCS). These PHCs were established in 
Pege, aS a- part of the community development programme, 
to take care of health and m:dical care needs of the 


Peepers. At present there are 5532 pramery nealth cena 


tres and 51,000 sub-—centres in India. 


Tiwis far there has.been no systematic effort to evaluate 
Che ampact of rural health institutions Gm the health 
status of the veople. However, sporadic evidence does 
Saowoenet. our heelthe services have nogppeen; very eftece 
tive at Solving thesevergrowing heelin-eropiems of our 
Pues poDuUletion.  Stuoies have showhetherc overall 
Ubtiazation of the- PHCs. by the community hes been rather 
Doors. .Trhe awareness amd use of th se Pees acies has 


been limitec to the villages where these services are 


= ~ os reyes Man ela Sry} 1 ap >S eC1ithe 
LOS atec ° Pecple Livind at Vile perepnerel Vil lage S e1tner 
are wfnaware of these services oLr Fi ne Seer eceCuLt Go 

‘ . F om ee ee . 5 a Ahr 
reach them becouse of communication difficulties and 


distance Thase studies also indicate poor imege or 


PHCS emong the rural people. # revorted by studies, 

SYGn emer; asmaLh prOpertion of the ViLlagers Who have 

us these faciliti¢ najority have shown cdissatisfac 

tion with the services, mainly because of non: availability 


fe , 
(iy. 
' Am 


¥ 


of medicines and impersonal behaviour of health functiona- 


faee. Further, 


the availe le evidence also show that 
doctors herdly spend any time on preventive and promotive 


care. Maternal and child health services remain neglec~ 


ted. A large number of rurél people, thus, continue to 
be attended by private medical vractitioners most of whom 


ere not formally trained in any system of medicine. 


Gmeerocace of affaires 42s probably due te tne: fact thet 
there fas been no Serious effort to assess the health 

Heeae ot the people ena effective ways GE meeting those 
needs. Further there has been no. systemic Gvaluation of 
the activities of primery health centres which could have 


provided guidelines for improving the functioning of these 


rursl health institutions. 


al 


prerequisite to any planned effort to develop rural 
health services effectively in order to achieve the objec~- 
tive 'Wealth for All by 2000 AD' is @ reslistic appreisal 
of Comnunity nealth needs end the action teken by the 


= ; ee to ee ors ata rynt 
peonie to meet tnose neces. 


s~ 


Mad eeseant ati dy wae Gerricd out with the main objectiva 
if) Dresence 7 ha ee oe Se) Meee ae Le), ie 
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being met. The stuay was cai ~jod out in Solur PHC in 
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households were selected for interview by using stratified 


random <%mpling techniques. Six schedules 


Vere usedne 
collect information from the selected households. Informa- 


‘ tion W8sS aiso obtained from the records maintéined by the 


health centres and through interviews with various health 


functionsries. 


9.6 The need for economic, social and Gemographic data for 
G@ererminiry health needs has been demonstrated. A Lemme 


amount of such data was collected and hes been analysed. 


o.) «bie Geta on ate and sex distribution of the populetion shows 
that our study population is characteterised -by high propor~ 
tion of infants and children and low proportion of people 
living beyond the middle age which is typicel of a develop~ 
ing Country vnere both fertility and mortality levels dae 


high. 
bo .g Tne level of literacy is an important determinant of health 
care attitudes and practices, as well as receotivity tc 


Chenge. Our results show thet e@ Little more than half 
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are literate or had some schooling, the corre spoming 
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figure for the females works out to be 3/.6 percent. 
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=ae. The main €conomic activity of the Working force inthe studv 

area is agriculture in which approximately three=fourths of 
oe woxking population is engaged. So far as pattern of 
land holding is concerned, aporoximately one=thirds do not 
own any land @nd another one=tnids own less than two acres. 
Those owning more than five acres constitute one=sixths of 
the households. The dependency rate among the study of 


population 7] aitSo very high Wiien is typicel Ciena. 


fertility developing society. 


9.10 Regarding marital status of the population, two-fifths of 
the persons included in our sample are currently married. 
Further, 54.3 percent of the households are nuclear while 
the remaining 45.7 percent are extended households. The 
average size of nuclear and extended households works out 
to be 1.7 and 7.5 ressectively. The average size of house~ 


hola for the total sample is 5.9. 


9.11 Housing is an important determinant of health status and 
consequently the health needs of the population. In our 
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and another one=half have 2.3 rooms. The percentaae of 


households living in more than 3 room houses is only mar 


ginal. The avereye numoer of rooms per household and the 
average number of persons per room works out to be 2.3 and 
2.7 respectively. Only 51 of the 400 households have 
latrines in the houses; 24 of these latrines are of pit 
type and 27 flush-out type. Approximately one-thixrds of 
the houses have separate beth=rooms and three-fifths have 
SBeporate Kitchens. Further 5/.8 percent of the foemsenoids 
possess animals and 61.0 percent of them do not have sepa- 
rate cattle sheds and maintain the animals in the same room 


occupied by persons. 


One of the most important potential health hazard 25 unsere 
drinking water. The main source of Crinking for an over- 
whelming majority (74.7%) of the households are wells. The 


tap water supply is evailable only in PHC and PHU villages. 


The drainage system and disposel of waste have an importent 
Consesuence to health. An overwhelming mejority Pas ice) Of 
the respondents reported that they deposit tne househola 
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waste in the composit pit; enother 12.5 percent reportea 
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ted no apparent drainege system. The drains Wherever 
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they exist do not work GQuring the rainy s€ason. The dirty 
water often flows from the houses to the streets where, in 
the absence of proper diversion, is left to dry itself 
and often emits bad odour. 


The degree of awareness emong Our respondents about the 
location of PHC, PHUs and SCs has been found to be very 
high. A large number of respondents and/or their family 
members are reported to have utilized these facilities 
atleast once. The general satisfaction of the resvondents 
with the services received at these facilities heve been 
reported to be overwhelmingly high. This is in quite con- 


elese to the findings of studies carried out in the past, 


Since this study hes been conducted in only one PHC area, 
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40 C6én not s¢ concluded that there is general improvement 
in the image of government:! health institucions in the 


Turbel areas. tovever, if our findings can is corroborste 


by other similar studies this appears to be a very weicome 
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As regards immunization, majority of the respondents 


reported that they and/or =heir fomily members have never 


been immunized against diseases other than smallpox 


Information solicited With a view to ascertain the need 


for special services for Chronically disabled versons 
reveals that 4.4 percent of. the poDnulation is suffering 
from one of the disabilities Such @S vision, hearing or 
Speech impairment; hand or leg limitations; impairment 


of spine; epilepsy; mental illnesses ete, 


Regarding morbidity, our analysis reveals thet in 36 per 
cent of the households at least one illress episode was 
reported during the reference perio? of two-weeks. The 


age and sex distribution of illness episodes further indi- 


cates that the proportion 0f£ illness episodes reported for 


the younger children ana older persons was much higher 
cnen their numerical strength in the total population. 
The incidence of morbidity among females was also found 
to be higher. However, males were found to be suffering 
more £rom long duration illnesses than females, The moet 
common illnesses found were of infective and varasitic 
Netyre and accounted for about one~thirds of the total 
ComoDléeints. The next in order of numericél importance 


Were compidsints related to circulatory and respiratory 
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tissues; skin and subcutaneous tissues; mentol nervous 
anG sense or 
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9.20 The medical practitioner was consulted in 64 percent of 


the episodes. Out of those who sought medical consulta 
tion, 30.9 percent consulted the doctor at the BHe, 

25 percentesousht the help of the doctor sat the wae and 
8.9 percent ontained treatment from ANMs at sub-centres. 
The remaining 35 percent consulted private medical prac- 
titioners. On an average the patients made 2.1 visits 

to the preeceacioner during the =zererence periguea. 

2 weeks. im 26 percent of the cases, the patiemeeevisc1ted 
the practitioner alone, while in the remaining 74 percent 
the patient was escorted by atleast one person. The 
average distance travelled by the patients for consult 
ing a medical practitioner works out to he 4.1 kilometres. 
It may be interesting to note that patients travelled 


longer distances to consult a2 private practitioner than 


the covernment providers >f heelth care. 
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eal The doctor at the PHC asked questions and conducted phy~ 
sical examinetion in relatively large oroportion of cases 
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as compared to other types of practitioners. Of the 123 
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to the general Deis3et, the government providers of medj- 


cal care administered injéctions jm 4 higher proportion 


of patients as compared to private medical Practitioners, 
Approximately half the peticnts were given »rescriptions 


and were asked to procure m€édicines from drug stores. The 
proportion of cases in which the patients were asked to 
procure drugs from outside source is significantly higher 


for government vroviders of mecical care as Compared to 


private medical practitioners. 


On an average a patient who Sougnt Consultation paid 
8-13.92. Those who consulted the private medical practi- 
tioners on an average paid 2.27.81. The respondents also 
reported to have paid fees to the government providers 
whose SErvices ere supposed to be free, Further, on an 
everec?, during @ two-week period, en expenditure of 
3.7.27 Was incurred on drugs prescribed by the practi- 
tioners, The expenditure incurred on drugs prescribed 

by private medical prectitioners was Slightly higher than 
those prescribed by the doctors at the FHC or PHU. An 
S.2.31 was spent on travel to practi-= 
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Cioners and the amount incurred was significantly nigher 
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Cost works out to be Significantly higher for those who 


visit c private medical p-actitioners as compared to those 
who Sought treacment at government Sacilities. Thepeetal 
aversge expenditure for a two-week period works out to be 
8.38.47. The average total expenditure for those who 
consulted private medical practitioners was about twice 
than those who consulted government providers of medical 
care. Assuming that there are no major variations in the 
incidence of morbidity and same pattern of consultation 
and expenditure is followed over a period of one year, 

our calculations show that annual private per=-cepit@expen- 
diture on medical care would be forty rupees. In addition 
to the direct cost of illness there is also indirect cost 
involved in terms of time lost £rom normel activity by 

tne petient and the others settending on him. The data 


shows that during the reference period of two weeks tm an 


average a sick person lost 4.9 days of his normal activity. 
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Approximately two-fifths of theo births took »lacea at the 


Couples homes and another 
ted that they delivered th 
The proportion of births w 


Centre or hospital have be 


One€-thirds of the women repor= 
© child at their natal home. 
nich tcok place at the health 


en found to be negligible. An 


overwhelming majority of the women did not report any 


ante=natal, intra-natal, PoSt-netal problems as well as 


the problems of the new bo 


- 


In. Further a Large PLO por= 


tion did not receive any ante-natal or post-natal Care, 


As regards source of care 
the deliveries are reporte 
government providers, and 
dants (Dais) conducted a 1 
Another important source o 
family members. The me en 


Suc to be &.447. 


Threé~fourths of the women 
Plenning methods. Another 
ne reported use of 
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indicated by the women for 


during delivery, one=thirds of 
d to have been conducted by 
the traditional birth atten- 
ittle less than one-fifths. 

£ care during delivery was 


totel cost o£ pregnancy works 
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had never used ony remily 


17.5 percent heve had tubec 
other methods of faniiy plann- 
arginel. Pae meéin reasons 

not using family planning are: 
2porencn3sis 01 Side 
snd desire for more children. 


The crude death rate and infant mortality rate works out 
to pe 9-6 em 128.2 respectively. The female mortality 
has heen found to be higher than male mortality. The 
major causes of death in order of their numerical impor- 
tance are: diseases of pulmonary, nervous systems/sense 
organs, and old age. Most of the infant deaths were due 
to diarrhoea end diseases of the nervous system/sense 


organs. 


Aporoximately half the deceased persons had sought medi- 
cal treatment before their Geath. In abou one-thirds of 
the cases the deaths occurred all of 2 suaden anc there 


was no time to call or take the patient to the medical 


practitioner. 


Tt is evident from the results of this study thet the 


evernment health Facilities 


community is utilising 


ocimarily fox curative services and other preventive, 
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promotive and cehabilitative services are not reaching 


tam adernately.- Even wich 2 oL 
; , 


more than one--cthirds of the persons having iliness 


ia not seek ard professional medical help- 


government or private. The needs of the community for 


immunization and MCH services have totally remained 
neglected. The results of our study also show that 4.5 
percent of the population is suffering from Gisability 
of one kimi-or the other. THiS indicates 3s neeaetor 
Special services for the Penapiitation of Wieser. 
and services to prevent further disability smong the 


population. 


The estimates based on our findings show that per capita 
Orivate expenditure on medical care iS about %.40 which 
far exceeds the government expenditure on heelth and 
medical care services. This indicates thet the people 
are willing to pay for health services. The questions 
wonich could be asked are: IS the public receiviny good 
value for its money? Car: the money prescntly spent by 
the people be used to build up orgénised nealth care 
services? These are the questions of major importance 
which have So Eee ronatiee unanswered because no factual 
For answering them. The studies, oer ti- 
Cularly longitudinal covering at least a period of one 
year, are needed to enable the health planners Bim Policy 
makers to relate health saryvices to community hea 
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services in an optimal manner. 


